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“sorry to trouble you doctor...” 


Apologetic, because his complaint is “only catarrh “—yet so very 
anxious to discover a safe and suitable remedy . . . such patients are well 
known and undoubtedly the choice of treatment does require special care. 
For though many products will decongest the nasal cavity, not all are 
wholly innocuous to the ciliated mucous membrane. With ArcoTone, 
risk of damage is eliminated. ArcoTone contains silver vitellin—a 
safe highly efficient antiseptic, and the well-tried vasoconstrictor 
ephedrine hydrochloride. Together, these ensure prompt decongestion 
and disinfection of the nasal cavity. Moreover, ARGOTONE actually 
enhances ciliary activity. 


ARGOTONE “ READY-SPRAY”’ 


Agoovess is evelleble cho ie ec May be prescribed on form E.C.10. Sample on request. 
convenient plastic atomizer. Ensures Basie N.H.S. Price: 2s. 63d. bottle of 20 cc. 
swift penetration of ARGOTONE 


throughout the nasopharynx 
containing approx. 15 c.c. Argotone 
Available on form E.C.10. NASAL DROPS 
Available in the British Commonwealth, Colonies and 15 other countries. 


Sample on request. 
RONA LABORATORIES ~- 12-13 MOLYNEUX STREET LONDON W.t - AMBASSADOR 4437/8 
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The honey appearance and citrus flavour of VI-DAYLIN assure 
acceptance by children. They love to lick the spoon clean. 
No nasty fishy odour, no resistant stain \ well 


halanced formula supplying seven important vitamins for 


growing children. Stable for twe } ref eration. 
Can be mixed with juices, milk 
VI-DAYLIN is available from all cher t n Of hottles 


on ... many doctors prescribe 


VI-DAYLIN 


SA, D, Bi, Bi, Bs 
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The case J of Apophylia duvive 


*Mealies’, or maize, is one of South 
Africa’s basic food crops and any 
failure in the harvest is a local disaster. 
Yet, for years past, crop losses have 


been all too frequent and heavy — 


due largely to the depredations of 


1. du rei, the sandveld crainworm 
This small beetle has alwavs been a 
serious pest in Western Cape Province. 
Its eves, which lie dormant through the 
hot Summer, hatch at sowing time, 


ifter the Autumn rains. A single grub 


‘ 


can destroy many young plants and, in 
a ‘worm vear’ devastation can be 
complete over many acres 

Now the ‘worm years’ are over and the 
sandveld vrainworm has been brought 
under full economic control by 
dieldrin, an advanced Shell insecticide 


used, in this instance, as aseed d 


ressing. 

Today, with only 2 oz. of dieldrin 
per acre, farmers throughout the 
Western Cape give their valuable 


mealie crops complete protection 


dieldrin 


dieldrin, aldrin and endrin are 


ther information apply to your Shell Compar 


Tel... 
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are ¢ mplementar) to each 
other. Between them the 
control most of the major 
insect pests u hye h menace 
agricultural production and 
public health throughout the 
world. Have 


pest problem in your area. 
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“an urgent 


site insecticides for world-wide use 


Issued by The Shell Petroleum Company Limited, London, E.C.3, England. 


BRITISH MEDICAL JOURNAL 


Jan. 28, 1956 


? 
| 
4a. | 
| 
| 
| 
4 


JAN. 28, 1956 BRITISH MEDICAL JOURNAL 3 


“ Precisely, Mr. Baxter... 


. . . that puts the matter tn a nutshell. One can say that I.Z.S. is the insulin of 
the moment . . . particularly for a new diabetic. The thing to remember, 
gentlemen, is that 1.Z.S. seems to have it both ways, so to speak. It gives you 

a rapid initial response, yet the one injection will usually control the blood sugar level 
adequately for up to 24 hours. This, as you will find, is a great advantage to your 
patient. There are, of course, a few patients who benefit more from a modification 
of the standard 1.Z.S. In such cases, you can vary the proportions of the different 
forms of I.Z.S. in the injection. If you consider that quicker initial action is desirable, 
the patient can use more 1.Z.S. amorphous in his syringe, or alternatively, add 
, more I.Z.S. crystalline to prolong the effect of the injection. Any other questions ?” 


1.Z.S. A.B. Vials of 10 ¢.c. 40 or 


80 units per c.c. ) Cnsulin 
1.Z.S. (Amorphous) A.B. Vials of 

10 c.c. 40 units per c.c. Inc 
I.Z.S. (Crystalline) A.B. Vials of — Suspension AB 


10 c.c. 40 units per c.c. 


TRADE MARK 


Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 bad LONDON NI 
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Benzalkonium chloride, 
0.01%, in a water 
miscible base. 


Napkin Rash 


PREVENTION and treatment 


DRAPOLENEisa cream formula- The water miscible property of the PACKS 
ted specifically for the prophylaxis cream allows case of application and : Doz. tubes. 


andtreatmentofurinary dermatitis. facilitates the napkin toilet. The 1/d. dispensing jars. 
application of DRAPOLENE to both 


mild and severe forms of urine rash 
provides a soothing effect which gives 
relief from the distress associated with 
all forms of urine rash. Many infant 
welfare centres confirm that even the 
severest Cases respond satisfactorily in 
four to six days. PRESCRIBE DRAPOLENE BY NAME 


| 


~ 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 
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in Winter... 


The doctor who prescribes ‘Sulfex’ does much towards reducing absenteeism 
caused by the common cold. He provides not only relief from nasal congestion, 
but also prophylaxis against secondary invading organisms believed to be responsible 
for the severe late manifestations of the common cold. ‘Sulfex’, administered intranasally 
at the first sign of a cold, is a valuable ally for promoting recovery. 


sSSULFEX°?-— Vasoconstriction in minutes... 


Issued in 1-oz. and 8-07. bottles ... bacteriostasis for hours 


For cost to N.H.S. see latest M. & J. list sent out November, 1955 


AN SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 Telephone : BRIxton 7851 


* Sulfex’ is a registered trade mark. Samples on request 
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—a new, 
waterproof yet 
non-occlusive, 
first aid dressin 
that eliminates 
maceration 


Elastoplast Airstrip is a new type of first aid dressing. The specially developed 
plastic material from which it is made is not perforated, but consists of a 
micro-porous extensible filter, which is air-permeable yet waterproof. 

Thus, sweat and skin exudates evaporate through the dressing at the same 
rate as they develop on the skin. The surface of the wound and 


surrounding skin remain dry so that maceration cannot develop. 


In effect this new dressing ‘ breathes’. It prevents water, grease, oil 
and infective organisms from entering the wound: it allows skin moisture to 


evaporate, so allowing the wound to heal under ideal dry conditions. 


Members of the medical and nursing professions are invited to write for full details to : 


SMITH & NEPHEW LTD + WELWYN GARDEN HERTS (Sen) 
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... the virtues of 


LUCOZADE 


It is realised that the doctor judges Lucozade trom two 

viewpoints. He agrees with its use in the sickroom, He 

also, personally, finds it a most palatable drink, 

This palatability of Lucozade provides a long-sought 

answer to a long-standing problem . . . acceptability. 

e ™» The subtle balance between flavour, sparkle and 


liquid glucose content provides nourishment in a 


torm acceptable even to the teeblest digestion ; 
nourishment retained and assimilated, 

Doctors have been kind enough to tell us of many 
conditions which have responded tavourably, 
quit kly, to Lucozade. Bedside lockers bear 
testimony to the confidence it inspires, 

And many doctors have discovered 

- for themselves the virtues ot a 
glass ot Lucozade when they 
return atter a hard 


round of work, 


LUCOZADE 


the sparkling glucose drink 


REPLACES ENERGY 
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Drip therapy 
without 


a tube 


NULACIN 


In the past, the successful treatment of many cases of peptic ulceration demanded hospital 
conditions. Now, by means of Nulacin Tablets, it is possible to control gastric hyperacidity 
without any inconvenience to the patient. By using Nulacin Tablets as directed, an ambulant 
patient can obtain all the advantages of intragastric milk-alkali drip therapy. 


CATIONS 


‘IN tablets are indicated whenever neutralization of 


the gastric contents is required: in active and quiescent 


peptic u 
Begin 
should 


lcer, gastritis, gastric hyperacidity. 
ning half-an-hour after food, a NULACIN tablet 
be placed in the mouth and allowed to dissolve 


slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 


Suggeste 


d dosage is one or two tablets between meals. 
RESTING | 4 


th 12 2w 25 25 23 35 


202) 
255) 

201.09 
301.073) 


10 (O88 
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GASTRIC ANALYSIS Superimposed gruel fractional! 
test-meal curves of five cases of duodenal ulcer 


Notes 


ontrol of Gastric Acidity, Brit, Med. J., 26th July, 1952, 
2: 180-182 
ical Treatment of Peptic Ulcer, Med. Press, 27th February, 
297 


The I . Acidity of “Nulacin™ Tablets, Med. J., 
4 ( November. 19513, 2 

Contr f Gastric Acidity by a New Way of Antacid Admini- 

ition, J. Clin. Med., 1953, 42: 955 

Furtt Studies on the Reduction of Gastric Acidity, Brit. 
Wed. J., 23rd January, 1954, I: 183-184 

Clinical Investigation into the Action of Antacids, The Practi- 
ner July 84 7a: 46 

Management of Peptic Ulceration in General Practice, Med. 
World, December, 1954, 81: 591-601 

Amt wy Continuous Drip Method in the Treatment of 


1982, 227: 195-199 
Remedial Agents, Med. Rev., September, 1952, 46: 162 
’ pt Ulceration, Proc. Roy. Soc Med., 


Peptic Ulcer, Amer. J. Dig. 
on Remedial Agents, Wed. Rev 


March, 1955, 22: 67-71 
October, 1955, 49; 142 
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NULACIN tablets are not advertised to the public, have 


no B.P. equivalent, and may be prescribed on E.C. 


10. The 


dispensing pack of 25 tablets is free of Purchase Tax. (Price 


to pharmacists is 2/-.) Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate Magnesium 
Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium 
Carbonate 2.0 grs.: Magnesium Carbonate 0.5 grs.; Ok 


Menth. Pip q.s. 


free HCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


NULACIN is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 


known as NULACTIN in Canada and Sweden, 


Pharmaceutical Division 


Slough, Bucks. 
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Smith & Nephew 


introduce 


Gypsona 


TRADE MARK 


a polymer-reinforced 


plaster of paris bandage 


incorporating a catalyst 


on (Sim) prodec 
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This new development in plaster of paris bandages 
has these advantages. 

Casts are of exceptional durability and strength and 
are resistant to water and exudates. 

Casts are lighter and more comfortable. 

Casts are thinner, permit better X-ray photographs. 
Dual economy up to 40°, fewer bandages needed 
when correctly applied and casts last longer. 
(Gypsona standard bandages remain available for 
those cases where the qualities of GYPSONA EXTRA 
are not required. 

Write for details from: 

SMITH & NEPHEW LTD - WELWYN GARDEN CITY + HERTS 
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He is going into hospital. But he is go- 
ing with good heart. Because he frusts 
them to make him well again. 

If it means an operation he will be 
worried and rather nervous when the 
moment comes—it’s only natural, but 


the doctors and nurses are all so 
confident ... 

... every minute of every day and every 
night they put their ¢rust in British 
Oxygen equipment and British Oxygen 
gases to help ease pain and save lives. 


GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Bo Viakers and suppliers of anasthetic, analgesic and therapeutic equipment and gases 
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A new 
cough specifie 


(Sodium 2:6 ditertiary butyinaphthalene monosu!phonate) 


Suppresses cough with 
no undesirable side effects 


Sodium 2:6 ditertiarybutylnaphthalene monosulphonate (Becantyl). a product of 


original research, is a new agent that is specific in suppressing cough. It is unrelated 


to morphine and guaiacol. 


BECANTYL does not cause constipation, anorexia, drowsiness or any other un- 
desirable side-effects; being devoid of side-effects, BECANTYL may be prescribed for 


children and the aged. 


Clinical experience supports the value of BECANTYL in suppressing all types of cough, 


BECANTYL may be prescribed whenever the treatment of cough is indicated. 


BEC ANTYL is presented in 4 fluid ounce, 40 fluid ounce, and 80 fluid ounce bottles. 


ou L 1633. 

Arch. int. Pharmacodyn 1954, 97, 34 
D’un nouveau sédatif de la toux. 
These de doctorat, Paris, June 1952 


Patienten. 

Praxis 1953, 42, 974 

La toux et son traitement symptomatique. 
Sem. Hip. 1953, No. 60, 2999 


Contribution a étude pharmacologique et toxi- 
cologique du butylnaphtalene sulfonate sodique 


Becantex in der Behandlung des Hustens bei Tbe- 
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Etude comparative de l'action antitussigene des 
differénts dérivés opiacés et synthétiques par rap- 


port a celle du phosphate de codéine 
Thérapie, 1954, 9, No. 6, p. 737 
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. In all the great centres of medical learning throughout the world, i 
ample evidence exists that rs testimony to man’s knowledge of the anaemias. 
Understandably, however, th practising physic an is most impressed by 
therapeutic results: and in this respect, clir experience shows that there is 
abundant and impressive testimony to the succéss of the Lederle range if 


anaemia products... 


tron — By, — C — Folie Acid — Stomach — Liver Fraction — 
Pr Intrin Factor Concentrate 
eee eee Fourth essential member of the vitamin B complex— 


Prov ll the principal haematopoietic factors in a is indicated in all megaloblastic anaemias except 


invle capsule; treatment tl mmon anaemias is 
capsule; treatment of the co icacpaincen pernicious anaemia. Tablets (¢ mg.): Tubes of 25; 


thus reduced to remarkably simple terms, Each capsule Bottles of 100 & 1000. Elixir (5 mg./5 cc.): Bottles of 


ontains: Sul i . 192 *., Folic Acid 
cont Ferr. Sulph. Exsice. 192 mg., Folie Acic 4 fl. oz. Solution (15 mg./cc.): Vials of 10 cc. and 


o.8¢mg., Vitamin B,, ncgm., Ascorbic Acid go mg. . 
min » lomecg ct cid ¢ Boxes of 12X1 CC. ampoules. 


Powdered Stomach 200 mg., Insoluble Liver Fraction 


so my., Purihed Intrinsic Factor 0.5 mg. 


Capsules Bottles of 100 & 1000. FOLVRON * role Acid and Iron 


Combines folic acid with ferrous iron and is thus 


LIVER INJ ECTION effective both for red cell maturation and haemoglobin 


20 micrograms Lederle U.S.P. production, Fach capsule contains: Folvite Folic Acid 
The rational choice for maintenance treatment of 1.7 mg., Ferr. Sulph. Exsicc. 0.194 Gm. Capsules : 
pernicious anaemia, Made solely from beef liver, the Bottles of 100 & 1000. Flixir: Bottles of 16 fl. oz. 
injection secures maximum response with minimum pain. Tablets: Bottles of 100 & 1000. 
Boxes of 3 x 1 cc. \ ials. * Regd. Trade Mark 


LEDERLE LABORATORIES DIVISION 


(yanamid oducts Lid BUSH HOUSE, ALDWYCH, LONDON, W.C.2. Temple Bar 411 
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HAEMOLYTIC DISEASE OF THE NEWBORN 
AS A FAMILY PROBLEM 


WILLIAM WALKER, M.D. AND 


Children’s Department, Royal Victoria Infirmary, 
Newcastle-upon-Tyne 


In the management of haemolytic disease of the newborn 
we are continually faced with the need to advise parents 
about the probable pattern which this disease will impose 
on their family life. In the absence of previous trans- 
fusion we can assure the primigravida that there is 
virtually no risk. On the other hand, once antibodies 
have developed every subsequent rhesus-positive foetus 
will be affected to some degree. The prediction of the 
probable severity in any affected baby would be of great 
help to parents and doctor alike, and should be possible 
if the disease in successive pregnancies follows one or a 
limited number of consistent patterns. 

The purpose of this paper is to ask, in the light of the 
extensive experience of this disease which now exists, 
whether such patterns can be traced in affected families 
and to what extent they form a reliable basis for judg- 
ment in the individual case. 

We must admit that widely divergent views have 
already been stated on this question. The extremes are 
well expressed by Potter (1953) and Vaughan (1953) 
respectively: “It is my belief, based on our own experi- 
ence, that almost all immunized women can look for- 
ward to stillbirths if they have enough pregnancies,” 
and, “ If a woman tries often enough she is almost bound 
to bear a living baby.” While many authorities recognize 
that mild disease may follow a severely affected baby 
(Chown, 1948; Zuelzer et al., 1948; Allot, 1951), the 
view that each successive foetus is more severely affected 
than the last has found its way into most textbooks 
dealing with the subject (Diamond, 1950; Ellis, 1951 ; 
Whitby and Newns, 1953; Sheldon, 1955), and, indeed, 
it can be shown statistically that there is a general trend 
towards a more severe form of the disease in successive 
pregnancies (Potter, 1948, 1953; Zuelzer er al., 1948). 
The validity of its application to the individual family— 
for example, to help in selecting cases for exchange 
transfusion (Mollison and Cutbush, 1954)—is question- 
able. Davies and her co-workers (1953) provide some 
explanation for these differing views by suggesting that 
there are two types of family—the one starting with 
“mild ” disease (by which they mean liveborn affected 
babies) and followed by “mild” disease in 83% of 
cases, the other starting with the “severe” (stillborn) 
variety and followed by a similar outcome in 80% of 
instances. 
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Conflicting views on the significance of immunization by 
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Regional Transfusion Centre, Newcastle-upon-Tyne 


Though there is a measure of truth in these differing 
views, our experience suggests that certain sequences in 
the family history are constant enough to serve as a 
reliable guide to the risks in affected families. 


Material and Methods 

This account is based on observations of 1,336 preg- 
nancies in 1,033 families in Northumberland and Dur- 
ham during an eight-year period, from mid-1947 to mid- 
1955. During the last four years five cases have been 
recognized for every 1,000 births, but, previous to this, 
detection was 4 per 1,000, mainly because sub- 
clinical cases were overlooked in the absence of full 
serological studies. This would result in the general 
pattern being shifted to the severe varieties, but it was 
nevertheless thought that comparisons would be valid 
when based on individual family histories. 

In the early years we found that the recorded histories 
were often inadequate or incorrect, and in 1951 one or 
other of us personally interviewed all but 13 of the 
mothers immunized up to that time. 

Since 1951 practically all cases have been delivered in 
the Newcastle group of hospitals, and members of the 
obstetric or paediatric staff have made a special point 
of taking a detailed history. Nevertheless, in any case 
where the story suggested previous haemolytic disease 
we have amplified it by contact with the home doctor, 
the hospital concerned, or the patient herself. Similarly, 
whenever there has been a history of previous trans- 
fusion we have taken all reasonable steps to discover 
the amount and Rh group of the blood used. Finally, 
in the families where we have observed haemolytic 
disease in a second pregnancy we have checked that 
this was indeed the second pregnancy. 

Criteria for Diagnosis.—We have preferred serological 
proof to clinical evidence, and obtained such in 86% of 
cases during 1947-51 and in 95% of cases since that time. 
In general we have accepted as haemolytic disease : 


1. A baby with a positive Coombs reaction during the 
neonatal period. 

2. An Rh-positive baby of an immunized Rh-negative 
mother. 

3. Any baby of an immunized Rh-negative woman and 
a homozygous Rh-positive man when the baby (often still- 
born) was not tested. 

4960 
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We therefore cannot support the opinion that first affected 


, 


ISS) JAN 


4. A clinical or pathological diagnostic picture but where 
serological proof was incomplete Under this heading we 
have accepted : (a) Definite jaundice in the first 24 hours 
of life for which no other cause could be found. (hb) Severe 
inaemia in the neonatal period, relieved by blood transfusion 
and leaving no clinical or haematological abnormality 
(ec) Kernicterus in a mature baby or in a premature baby 
with other features suggestive of haemolytic disease 
(d) Hydrops foetalis where no other cause could be found 


Criteria of Severity.-With present methods of pre 
diction and early exchange transfusion in selected cases. 
we find the older clinical classifications no longer ot 
much value and have substituted the accompanying new 
classification 

Classification of Severity of Haemoalvtic Disease 
Liveborn 
Not requiring treatment (Mild, 40%) 
Requiring treatment (60°) 
Moderate 
1. Cord Hb 12-14.8 g. per 100 mi 
». Cord bilirubin >2.7 mg. per 100 mi 
Anaemia with or without mild jaundice 
Severe 
1. Cord Hb 9-12 g. per 100 mi 

Cord bilirubin >4 mg. per 100 n 
3. Early severe jaundice 
4. Kernicteru 


Very severe 


1. Cord Hb less than 9 eg per 100 m 
Overt clinical diseas t birt! 
Hydrops foeta 
Not oedematou 


significance Of previous 
as this is so dependent 


We have not considered the 
death due to haemolytic disease 
treatment, and at present we believe that there 


upon 


need seldom be more than two deaths in every 


iffected babies born alive 


Method of Assessment 
Iwo three-year periods, throughout which five cases wer 
fetected for every 1,000 births, have been taken as contre 
we consider they represent haemolytic disease 
In the early years (Group A) exchange trans 


and 
is a whol 
fusion was performed ir 
later vears (Group B) it was used for all babies requiring 
treatment as assessed on the basis of findings in the cord 
blood (Walker and Murray 1954, 1955) It will be seen that 
the distribution of severity within the two groups is similar: 


(Table DI 


Taste 1.—Severity of Haemolytic Disease in Control Groups 


only a few cases, whereas in the 


Present Pregnancy 


Miid 
Grou Area Suliborn® Treated U ntreates 
Tota 
No No No 
tt 
a 1948. 20 10 104 $7 4 
Northumberland 
and Durhan 545 67 ws 
1952.4 
* Throughout, stillbirths ar xpressed as a percentage of tota! buths and 
liweborn as a percentag f liwe burths 


We then selected separate groups of cases with similar 
family backgrounds and have compared these one with 
another and with the control groups as indicated. 

Having confirmed: the view of Mollison and Cutbush 
(1949) that the cord hazmoglobin level is the most reliable 
single criterion of severity in this disease, we have used 
the distribution of cord daemoglobin values as an alternative 
method for comparing severity in babies with similar pre- 
ceding histories. It has the advantage of being less dependent 
on the personal element. so important in clinical observation 
We have found the overall pattern of cord haemoglobin 
values to be remarkably constant and could detect no 
differences in groups compared year by year or with the 
total group The average haemoglobin for each year fell 
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in the range 13.8-14.4 g. per 100 ml., which corresponds with 
our observation that in a large community the pattern of 
haemolytic disease repeats itself 


Aim of Present Study 

In this study we have set out to answer the following 
questions 

|. Is immunization by transfusion of more serious sigm- 
ficance than immunization by pregnancy 
Have first affected babies only mild disease 
Is the severity of disease in subsequent babies related 
to the severity of the disease in previous babies ’” 

4. Is immunization in an early pregnancy of different signi- 
ficance to that in a later pregnancy, and does the interval 
between pregnancies modify the prognosis ’ 

5. Is there any relationship between the occurrence of 
toxaemia of pregnancy and the severity of haemolytic 


disease 
Summary of Results 

In Tables If and Ill are summarized the results in the 
principal types of family. Any increase in severity is 
shown by an increase in the number of stillbirths and by 
in increase in the proportion of liveborn babies requiring 
treatment This may fail, however, to show up variations 
in the degree of severity among the treated group. More- 
over, the selection of cases for treatment is dependent on 
the criteria of severity adopted Therefore, in Table Ill 
the cord haemoglobin distribution ts shown in the same 
broad categories as Table II 


Tanie tl Severity of Heemolytic Disease in Re on to Pre 
History 


Presen! Pregnancy 


Mild 
Previous Histo Total Sullborn Treated 
ntreated 
No No No 
Rh-positive transfusion 74 6 8 | 4 68 22 32 
First affected babies 853 $2 6 455 $7 346 | «O43 
Subsequent affected babies 396 | 103 26 219 75 i) 2s 
All cases* 1,323 161 12 720 62 44) 38 
ha not included the 13 pregnancies of less than 28 weeks" 
eestat These are discussed later 


Taste LIT—Cord Haemoglobin Value in Present Pregnancy in 
Relation to Previous History 


| Rh-positive First Subsequent 
Cord Hb Transfusion | Affected Babies | Affected Babies 
No yA No Yeo No % 
| - 
17-7 g./100 mi 0 | Nil 46 10 1! 6 
14 9-17-7 g. 100 ml 9 | 9 | 205 | 48 67 % 
12-148 g. 100 mi 7 30 115 27 S! 27 
9-11-9 g./100 mi 3 13 42 10 31 17 
9 g./100 ml a 18 27 14 
Total 23 | 429 187 
Stillbirth | 6 $2 103 
Not determined 45 | 372 106 
Total No 74 853 | 396 


In the period under consideration we determined the cord 
haemoglobin values in 639 affected babies, and for practical 
purposes equal numbers fell above and below 14.8 g. per 
100 ml., while at the extremes 10°, were below 9 g. per 
100 ml. and 10°. over 17.7 g. per 100 ml. 

These haemoglobin values apply only to liveborn babies, 
and if first affected are compared with subsequent affected 
cases, depending on whether the haemoglobin level was 
ibove or below 14.8 g. per 100 ml., there is a significant 
increase in severity (P <0.01). 


Immunization by Rh-positive Blood Transfusion 
Relatively few mothers had been transfused, but in 74 
instances we felt reasonably certain that they had received 
Rh-positive blood. In nine cases this was known and in the 
remainder it was presumed because each had received at 
least two bottles of blood of unknown Rh group 
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Conflicting views on the significance of immunization by 
transfusion are held by different workers, but it is fair to 
point out that calculations have often been based on very 
small series. Thus Chown (1948) observed no living children 
after transfusion except in first pregnancies, while Levine 
et al. (1953) and Davies er al. (1953) record an increased 
risk of stillbirth. Mollison and Cutbush (1954) reported a 
17°, mortality rate in first affected babies following trans- 
fusion as compared with i0°, in other first affected babies. 
Allen et 4]. (1950) reported that immunization by transfusion 
was of similar significance to a history of a preceding erythro- 
blastotic infant, and this opinion is repeated by Vaughan 
et al. (1950) and Diamond (1950). 

In our series, 8°, of pregnancies ended in stillbirths, while 
of the babies born alive, 32% were mildly affected and 
required no treatment (Table II). There is evidently no 
nereased risk of stillbirth in mothers immunized by trans- 
fusion, but there is a suggestion that the severity of disease 
in babies born alive is somewhat increased. This apparent 
increase ts best illustrated in the distribution of cord haemo- 
globin levels as shown in Table III, but it is only when the 
number of cases needing treatment or the number with cord 
haemoglobin values of less than 14.8 g. per 100 mi. is 
combined with the number stillborn that the increase becomes 
significant (P = 0.05-0.02). We therefore believe that the 
management of mothers developing antibodies should be 
independent of the means by which immunization was 
brought about. 


Families in which no Previous Baby has had Haemolytic 
Disease : “ First Affected Babies ” 


When all women immunized by transfusion had been ex- 
cluded there remained 853 cases with this type of history. 
subdivided as follows : Proved first affected—four babies 
of primigravidae and 72 babies where the immediately pre- 
vious Rh-positive baby was Coombs-negative. Certainl\ 
first affected—351 babies the result of a second pregnancy 
and where the previous baby was clinically normal.  Clini- 
cally first affected—426 later babies where the previous 
babies were clinically normal. 

The distribution of severity within these groups is shown in 
Table IV. Cord haemoglobin estimations on 429 of these 
cases showed that 42°., had levels lower than 14.8 g. per 
100 ml. and 58% had higher levels. It is of interest that 
21 first affected babies had cord haemoglobin values of less 
than 9 g. per 100 ml 


Taste 1V.—Pattern of Haemolytic Disease in First Affected Babies 
Severity 

Diagnosis Total 

| Stillborn Treated Not Treated 
Proved 76 8% 35°, 
Certain 351 39°, 
Clinical 426 48°, 
All cases 6% 57% 4%", 


It will be seen that the distribution of clinical types is 
similar in the groups where the evidence that the baby was 
the first affected in the family is complete or almost com- 
plete. In particular, the chance of stillbirth is not far below 
10%, and the groups, separately or combined, do not differ 
from the control groups (Table I). When the clinically 
assessed cases are considered there is an apparent shift to 
the milder forms of disease. Fewer babies were stillborn. 
and of those born alive fewer required treatment. We 
believe that this has been brought about because some have 
been preceded by infants with subclinical illness, for we show 
later that such a sequence does reduce the incidence of 
severe disease. 

Most workers will recall severely ill “ first affected ” babies, 
and in fact in the last six months we have seen five such, 
all born in extremis. Their haemoglobin levels ranged from 
7.5 down to 3 g. per 100 ml., and their chances of survival, 
had they been born at home, would have been exceedingly 
small. 
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In 21 of our families a previous babv had died and at 
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We therefore cannot support the opinion that first affected 
habies are but mildly affected—-and if such a view influences 
the conduct of the pregnancy, in that the mother is advised 
against hospital delivery, the baby’s life will be risked un- 
necessarily. We also regard it unwise to tell mothers devel- 
oping antibodies for the first time, categorically, that there 
is no risk of stillbirth, for we have been struck by the relative 
frequency of this outcome the first manifestation of 
haemolytic disease in a family. 


as 


Severity of Haemolytic Disease when Preceded by an 
Affected Baby 


In Tables IL and IIT we have shown that the severity of 
haemolytic disease is increased in cases preceded by one or 
more affected babies. This is apparent because there is a 
significantly higher incidence of stillbirths in subsequent 
babies when compared with first affected babies (P <0.01), 
while subsequent liveborn babies have more serious forms of 
disease. Significantly fewer survive without treatment, and 
there is a significant shift towards lower cord haemoglobin 
values. In relation to each, P <0.01. For one reason or 
another many mothers who develop antibodies endeavour to 
avoid large families. Therefore we have considered first 
in more detail the largest numerical group—that is, the first 
and second affected babies in a family. There were 192 
such families, in 140 of which we had observed each affected 


baby. The findings are shown in Table V. 
Taste V.Severity of Haemolytic Disease in First and Seconda 
Affected Babies 
Total Second Affected Baby 
First of First 
Affected Babies | Moder- | 
Baby Mild ate Severe | Severe S.B 
Mild (not treated) | 49 28 60 | 8 2 4 
Moderate 58 25 | | 
Severe ss\72 17 29 ae 
Very severe 10! | 60 
S.B 20 12 - so* so* 60 
Fotal of second} (No. 47 2 | 2 | 45 
babies | 
Ze 32 68 23 


, —— 5 babies, the result of premature induction 35 days before 

The overall trend in Table V is towards increased severity 
in second affected babies. This is not uniform, for the fol- 
lowing distinct patterns can be seen: mild disease is very 
likely to be followed by mild disease ; very severely affected 
and stillborn babies are likely to be followed by stillbirths ; 
moderate and severely affected babies are on average fol- 
lowed by somewhat more serious disease, so that one in four 
are stillborn. 

The number of other cases did not permit us to relate all 
cases in strict sequence—that is, second to third affected, 
third to fourth affected, and so on. Therefore we have 
related all third or later affected babies to their immediate 
predecessor, and the results are shown in Table VI. These 
later babies, compared, show only an increase in the number 
of cases stillborn. This difference is not significant, but we 
feel that it has been obscured somewhat by the inclusion 
of many families, which eventually resulted in a succession 
of several stillbirths. When the later babies in Table VI 
are compared with the second affected in Table V_ the 
increased risk of stillbirth is again apparent, and this time is 
significant (P <0.05). The other findings in the two tables 
are similar ; therefore we feel justified in relating the severity 
of disease in any baby to that of its immediate predecessor, 
and the findings for the total group are shown in Table VII. 

For all subsequent affected babies Table VII reveals a 
29%, risk of stillbirth, which corresponds with Diamond's 
recent experience (1955, personal communication). Of the 
babies born alive, 72% will need treatment. An analysis of 
the cases in groups confirms the small chance of a more 
mildly affected baby, but suggests that there is almost double 
the chance of the subsequent baby being similarly rather than 
more severely affected. 
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Tame VI Severity of Haemolvtic Disease in Second and Third 


or Subsequent Pair of Affected Babies 


Total of Subsequent Affected Bab 
Second Initial 
A flected Habie Mode \ 
Baby M ate Ss Seve S.B 
No 
Mild (no 
treated 44 ‘4 
Moderate é ? 2 
Se 47 5 4 ¢ ; 
ere 7 ) 46 
SB 64 27 13° 4° ° 77 
Total of subse Nc 47 7 80 
babies 236? 
2 ? 34 
* includes 9 babies, the resu ” prema induction 35 days betore 
EDD 
+ We have t right to ide in this table the 32 cases not shown 
Table I They were families which there was a clear-cut story of two 
ASC { haemolytic disease before 1947 
Taste VII —Relationship of Severity of Haemolytic Disease in 
Subsequent Affected Babie 
Total ot Subsequent Affected Baby 
Previous Pre is 
Affected Babies | Moder- cover Very ca 
Baby ate Ss ‘ 
No 
Mil« 
tr at 4 7 
Moder 128 j 7 19 4 
Se 102 47 27 
Very sever 21 40 
S.B 84 6s* 73 
Total bse No 4 ité 7¢ 27 125 
babi 428 
2 7 29 
* it des 14 babies, the result tf premature induction 35 days before 
EDD 


Study of the various individual groups reveals further 


points of interest 


1. Previous Bahy Mildly Aftiected and Su: ne Without 
Treatment.—Over 60 of these babies are followed b 
inother baby who survives without treatment, and it is excep 
tional for any requiring treatment (40°.) to be more than 
moderately affected. These proportions are the reverse of 
those in the complete series The risk of a following sull 


birth is trivial and no worse than in a normal pregnancy 
In fact, the prognosis, once a mother has had a mildly 
iflected baby, is much better than in a person developing 
antibodies for the first time, in that the next child is almost 
certain to be born alive, with an excellent chance of survival 

>. Previous Baby Havine Required Treatment.—lIf the 
previous baby has had a moderate degree of disease there 
is about a 20%, chance of the next baby being stillborn. If 
born alive, however, only about | in 4 will have more severe 
disease If the previous baby has had severe disease there 
is approximately a 25%, risk of stillbirth. If born alive 60 
will be severely or very seriously affected, and only about 
10 will be mildly affected and require no treatment If 
the previous baby has had very severe disease the risk of 
stillbirth is more than SO”, and if liveborn the baby is very 
likely to have severe disease In fact, under these circum- 
stances the prognosis is almost as bad as if the previous 
baby had been stillborn 

3. Previous Baby Stillborn.-\t will be seen that a previous 
stillbirth due to haemolytic disease ts of grave prognostic 
import-—probably to be followed by another stillbirth or at 
least by a severely affected baby We feel that this group 
merits special and further consideration Our criteria for 
diagnosis in these cases have already been described, but 
in addition, inquiries have always been made to confirm or 
exclude common causes of stillbirth other than haemolytic 
disease. One major difficulty is that cord blood is seldom 
taken from these cases and serological proof is often missing 
However, a preliminary analysis depending on whether the 
preceding stillbirth was proved, certain, or probable revealed 
similar results, so we have pooled all cases for the purpose 


of this account 
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Significance of History of Previous Stillbirth 

In Table VIII are shown the results in pregnancies pre- 
ceded by one or more stillbirths due to haemolytic disease, 
and for ‘comparison we show the results in pregnancies pre- 
ceded bv stillbirth thought to be due to other cause. The 
latter cases did not include families in which the stillbirth 
occurred in a first pregnancy or in which it was followed 
by a normal Rh-positive baby. 


Taste VIUL.—Significance of History of Previous Stillbirth 


Present Pregnancy 


Previous Mild 
Preenancy®* Sullbort Treated Untreated 
otal tion 
No y 4 No ,. No 
due H.DLN 41 62 100 66 7 
1 S_B. due 
H.DLN 17 68 Rt 100 25 5 
All S.B. due 
S.B. due to other 
72 13 28 $3 ! 


cause 


* No families have been included twice in this table ; they appear cither 
one or as “ more than one” previous stillbirth 

Includes 11 babies following premature induction 
Table VIII confirms that a stillbirth due to haemolytic 
disease is likely to be followed by a similar occurrence in 
later pregnancies, whereas stillbirth from other cause is not 
of significance (P <0.01). It does not reveal the tull serious 
import of a previous stillbirth due to haemolytic disease. for 
ilthough we have shown 12 abortions following stillbirth we 
have not included them in the calculations, even though we 
regarded them as due to haemolytic disease. If they are 
included, the chance of a live birth is reduced to 31 
Further, it must be kept in mind that many of the babies 
born alive were severely affected, and in fact six of our 
cases were moribund at birth and in reality “ near hydrops.” 

A factor which may have modified our results is that a 
third of the living babies included in Table VIII were the 
result of premature induction. For the past two years this 
has been performed 35 days before the E.D.D. in families 
with a history of stillbirth due to haemolytic disease and 
where the father was homozygous Rh positive. The results 
of this inquiry and a more detailed study of the problem of 
stillbirth in haemolytic disease will be reported elsewhere 
because we feel this remains the outstanding problem in this 
disease. Our analysis two years ago, before adopting pre- 
mature induction, is therefore relevant 

At that time 30 out of 45 pregnancies following one still- 
birth ended similarly, while 18 out of 24 with more than one 
preceding stillbirth ended in this way If abortions were 
included the risk of intrauterine death was 70°, after one 
stillbirth and 80°, after more than one stillbirth. 

All mothers immunized by transfusion were excluded from 
this analysis, but it is of interest that in five instances mothers 
immunized by transfusion had a stillbirth followed by a 
further pregnancy Three resulted in stillbirth and two in 
live babies. By coincidence there was a sequence of Rh 
positive blood transfusion, stillbirth from other cause, and 
subsequent pregnancy also in five cases All five babies 
were born alive, but all needed treatment. 

It is reasonable to consider whether the outlook is different 
in a family starting with a “first affected” stillbirth as 
compared with a family where stillbirth first occurs follow- 
ing liveborn affected babies. We were unable to demonstrate 
any difference in these two groups ; in fact, 18 families had 
liveborn affected babies before stillbirth, and in each another 
stillbirth occurred. 


Previous History of Kernicterus 
Kernicterus is one of the most striking and distressing 
features of haemolytic disease. It is nearly always fatal. 
and many regard it as of bad prognostic significance in regard 
to subsequent pregnancies 
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In 21 of our families a previous baby had died and at 
necropsy was found to have kernicterus, while in 19 addi- 
tional cases a confident clinical diagnosis of kernicterus had 
been made. The results of the next pregnancy in these 
families is shown in Table IX. The risk of stillbirth was 


Taste IX.—Significance of a Previous History of Kernicterus 


Liveborn 
Needing Treatment | Mild Untreated 


3(9%) 


40 6 (15%) 31 (91%) 


not increased, but the severity of disease in babies born alive 
was similar to that seen following all severe forms of disease. 
Out of the 34 babies born alive, 33 survived, all without 
sequelae, but 29 out of the 31 needing treatment received 
early exchange transfusion. The fatal case, that of a baby 
born during the time of the “ national trials,” was selected 
for “ simple transfusion ” and died from kernicterus without 
anaemia having occurred. 

It is clear that a previous history of kernicterus does not 
warrant a bad prognosis being given. Most subsequent 
babies will meet our cord blood criteria for exchange trans- 
fusion, so one could not raise serious objection to the use 
of a previous history of kernicterus itself as an indication for 
exchange transfusion. With this treatment the prospect for 
the baby is excellent. 


Previous History of Abortion 
Although there was a history of abortion in 165 families 
we have considered only those families in which it was 
known whether abortion had occurred before or after 
immunization. The differences between these families are 
shown in Table X. The numbers are small, but if the 


Tarte X.—History of Abortion in Relation to Immunization and 


Result 
Present Pregnancy 
| 
| Total | Liveborn 
S.B. Abortion N 
Not 
Treated | Treated 
Abortion before 
immunization 38 17% - | 2% | 38%, 
Abortion after 
immunization is 13°, 72% 28% 


stillbirths and abortions are considered jointly the outlook is 
bad if an abortion has occurred following immunization. 
The pattern in mothers in whom abortion occurred before 
immunization, however, is the same as for the control 
groups. This suggests that abortions may be due to haemo- 
lytic disease, and. if so, their significance in relation to 
subsequent babies is similar to that of stillbirth due to 
haemolytic disease. 


Cord Blood Levels in Subsequent Affected Babies 
So far we have considered the relationship between suc- 
cessive cases of haemolytic disease based on a comparison of 
clinical pictures. It remains to be seen whether the con- 
clusions reached can be confirmed by comparing the clinical 
picture in one baby with the cord blood level in its suc- 
cessor. 


Taste XI.—Relationship of Clinical Type to Cord Haemoglobin 
in First and Second Affected Babies 


| Second Affected Baby 


Affected Total Cord Haemoglobin Level (g. per 100 ml.) 

Baby 

<9 | 911-9 >17-7 
Mild: 29 3 9 17 
Moderate j 22 2 3 9 7 1 
Severe 27 2 11 6 
S.B. a 3 1 

‘Total 29 30 1 

51 (62% 31 (38°) 
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Haemoglobin.—Table XI shows this relationship for first 
and second affected babies. If a comparison is made between 
first and second affected babies, taking a cord haemoglobin 
value of 12 g. per 100 ml. as the dividing line, a correlation 
between lower haemoglobin values and a history of previous 
stillbirth or severe disease can be shown statistically 
(P <0.01). So far increased severity in later babies has 
usually been shown by the occurrence of an increased 
number of stillbirths and by a suggestive increase in severity 
of clinical disease in the babies born alive. Therefore in 
Fig. 1 we have plotted the haemoglobin values in 68 consecu- 
tive babies one against the other. On occasions when haemo- 
globin estimations have been performed on more than 
two babies in one 


family each has 

against its immedi- 
ate predecessor, so 
might appear on 
one axis when re- 
lated to an older 
sibling and on 
the other when re- 
lated to one 
younger. Plotted 
in this manner, 
two identical 
haemoglobin levels 
fall on the diagonal, 
whereas a_ lower 
haemoglobin in a 
later baby would Fic. 1.—The li 4 Mel with 
appear below the the of ond 
diagonal and a 40% haemoglobin value above and below 
higher one above. the observed reading. 


Bilirubin—In 


CORD BLOOO%- 


Fig. 2 the bilirubin 
levels in 47 pairs IN ye 
of consecutive ao} CONSECUTIVE CASES 

babies are shown 

in a similar way. 7 

The overall distri- $3 «0 

bution of haemo- 

globin and bili- =™ 

rubin values is $40) 

similar for pre- & 

ceding and later 3 

babies. Many dif- 20) 

ferences are small 

in degree, only half © 

of the cases show- 


ing a change of PREVIOUS BABY 


more than 10% Fic. 2.—The lines drawn parallel with the 
haemoglobin or 1 pon ge | ae a range of bilirubin 
mg. of bilirubin. value of mg. per 100 ml. above and 
When a change of below the observed reading. 


this degree did 

occur there was double the chance of the baby being more 
severely rather than less severely affected. Only a few cases 
showed extreme variations, and these were as likely to be 
more mildly as more severely affected. 


Does Immunization in an Early Pregnancy Modify the 
Prognosis ? 

Our observations on this point are based on the four 
years 1947-51, and we present the findings in 362 families 
in which we felt sure of the time of onset of immunization. 
Only severity of disease in the first affected baby is con- 
sidered (Table XII). 

The numbers of cases in individual pregnancies are too 
small to permit formal statistical comparisons between each. 
Therefore we have made a comparison between first and 
second pregnancies combined versus all later pregnancies. 
We have taken stillbirths together with babies requiring 
treatment as representing severe disease. Only in this way 
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were we able to demonstrate a small increased risk of severe 
disease if immunization occurred in an early pregnancy 
(P = 0.05-0.02) 


Taste XI1.—-Severity of Disease in First Affected Babies Related 
to Parity 


No. of Pregnancy Severity of Disease in First Affected Baby 
Resulting in Tota 
rst S.B Requiring Mild 
Affected Baby Treatment Untreated 
Ist 4 
2nd lov 102 48 
ind ON 6 oo 12 
40h $2 2 2 21 
Sth 2 10 
oth 2 
Tih 
8th 2 2 
9th or later 8 I 7 
Total 62 210 (63°) 121 7%) 


Is Prognosis Modified by the Interval between Pregnancies ? 


We considered 169 mothers in whom the disease was first 
evident in the second pregnancy This is the largest group 
in our material and the only one for which we know pre- 
cisely the period over which the immunizing pregnancies 
were spread. We were unable to demonstrate any difference 
in the severity of disease, depending upon the number of 
years between the two pregnancies 

It remains to be considered whether, once immunization 
has occurred, the interval between pregnancies modifies the 
severity of disease in subsequent affected babies Table XIll 
shows the severity of disease in second affected babies in 


Taste XII-—-Severity of Disease. In Relation to Interval Be- 
tween First and Second Affected Baby 


Interval Between | Second Affected Baby 
First and - — 
Second Total Mild 
A flected S.B Treated Untreated 
Babies 
3 years 22 66 
2s 77 3 
Total No.* isyv 44 102 4) 


* Three cases are not recorded 


relation to the number of years between the first and second 
affected babies, and compares cases occurring in three years 
with those occurring over a longer period. Obviously there 
is no real difference between these groups, though there is 
a Suggestion that a longer interval between affected babies 
worsens the prognosis This is in agreement with Stratton 
(1955), but contrary to widely held beliefs. Analyses, using 
different intervals for comparison, revealed no relationship 
between the severity of disease and spacing of pregnancies. 


Is There Any Family Pattern ? 


So far we have only considered how the occurrence and 
severity of preceding haemolytic disease alters the prospect 
for the next baby. It remains to be shown whether such 
factors combine to produce distinctive family patterns. For 
this purpose we have studied 58 families in which we had 
personally observed all cases. There were 37 with three 
affected babies, 17 with four. 3 with five, and 1 family with 
six aflected babies The patterns seen were as follows: 


All mild untreated ; 8 families 
First mild, remainder requiring treatment CO 
All liveborn but requiring treatment 13 
One or more liveborn baties followed by a 

succession of stillbirths 10 
All stillborn 7 
No pattern discerned 10 

58 


The first affected baby was born alive in 50 of the 58 fami- 
lies, but the final baby in only 34 instances, and three of these 
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followed premature induction. In almost halt of the families 
at least one stillbirth occurred ; this is in contrast to Davies 
et al. (1953), who found that three-quarters of their families 
had no stillborn baby. Their finding was probably due to 
the fact that they considered many families with only two 
affected babies, for they estimated the risk of stillbirth in 
second affected babies at 20%, but in third affected at 40%, 
which corresponds with our observations. 

We feel that consideration of the family pattern adds little 
to judgments based on the form of disease in the preceding 
baby, although where there has been a similar outcome in 
two or more preceding babies repetition in any future preg 
nancy is probable. In a small minority of families the 
severity of disease is not as expected, and in these families 
further predictions are similarly apt to be wrong. 


Other Factors Possibly Modifying Severity 


The risk of immunization to the Rh factor is known to 
be greater when the father is compatible with the mother 
within the ABO groups, and this was confirmed. We further 
considered whether compatibility might also modify the 
severity of disease once immunization had occurred, but we 
could not demonstrate any relationship between the ABO 
groups of mother, father, or child and severity 

The interspersing of the family with normal Rh-negative 
babies did not alter the prognosis for subsequent pregnancies 

for example, the risk of stillbirth following stillbirth was 
still about 80° even when there were one or more Rh- 
negative babies subsequent to the first hydropic foetus. 

Toxaemia.—We have classified as toxaemic any patient 
with a blood pressure of 140/90 or higher occurring after 
the twentieth week of gestation. There were 77 mothers 
with toxaemia of this degree. and the pregnancies re- 
sulted as follows: stillborn, 30 (39 of total births) ; 
requiring treatment, 26 (55% of live births); mild untreated, 
21 (45% of live births). The total incidence of toxaemia 
in the immunized Rh-negative mothers is 5°, which is the 
same as the overall incidence of toxaemia in the hospitals 
concerned. There is, however, a significant increase in the 
proportion of stillbirths. It might be that toxaemia and the 
presence of antibodies, either of which may cause stillbirth, 
would in combination increase this risk. Alternatively, one 
could postulate that the large abnormal! placenta associated 
with hydrops foetalis could itself be causal. Although it 
is uncertain which is cause and which is effect, it seems 
that the occurrence of to-acmia in an immunized mother 
should be regarded as indicating an increased risk of still- 
birth. 

Discussion 

In the introduction an indication has been given regarding 
the conflicting views expressed about the relationship of 
previous history and severity of disease in later infants. The 
assessment has often been in terms of mortality, which, 
although a valid yardstick for a particular homogeneous 
series, being so dependent on treatment, precludes compari- 
sons between different series. Many reported series are 
small, and, unless representing the complete range of disease 
within a community, must in varying degrees be “ selected.” 

Diamond (1950) stressed increased severity in later babies 
because of a Statistically significant increase in stillbirths, 
an increased number of deaths, and a decrease in the mild 
forms of the disease. Many other authorities, both before 
and since that time, have concurred in this view either by 
showing a better prospect for a first affected child (Allen 
et al., 1950: Vaughan, 1951; Mollison and Cutbush, 1954) 
or a worse prognosis in later babies (Potter, 1948, 1953; 
Allot, 1951). We, too, can confirm that statistically there is 
a general trend towards more severe disease, but we have 
tried to demonstrate that the pattern of increasing severity 
is not uniform in all cases. Two points stand out clearly: 
that once a stillbirth has occurred due to haemolytic disease 
there is a very high risk that all subsequent Rh-positive 
babies in that family will also be stillborn; and that 
any baby mildly affected and not requiring treatment is 
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unlikely to be followed by a stillbirth, but, most often, 
will be followed by a baby with similar mild disease. On 
this last point we differ from Levine er al. (1953), who felt 
that mild untreated disease should not be overlooked, as it 
was apt to be succeeded by severely affected perhaps 
hydropic cases. They also expressed the view that first 
affected babies would have only mild disease. We were 
unable to confirm this, for in our series about 10% of 
first affected babies were stillborn, and nearly 60% of those 
born alive needed treatment. These findings are not merely 
of academic interest, for they mean that a mother develop- 
ing antibodies for the first time should not be treated any 
differently from one who has already had affected infants. 
In particular, she should be urged to accept hospital 
delivery, and should not be told that there is little risk to 
the baby. 

The pattern of increasing severity with each pregnancy is 
not inevitable in every family, and exceptions with mild 
cases following severe or even stillborn babies have been 
noted (Chown, 1948; Allot and Holman, 1949; Zuelzer, 
1948). We agree that individual exceptions do occur, but 
believe that, if the severity of the preceding case is assessed 
in clinical terms rather than on survival, the exceptions are 
relatively few. We think that for a long while yet we shall 
sometimes have to rely on a retrospective clinical assess- 
ment of the previous obstetrical history, and suggest that, 
where a history diagnostic of haemolytic disease exists, it 
should be borne in mind that this probably represents severe 
disease with a corresponding worse prognosis. It is our 
experience that very ill or stillborn babies are clearly re- 
membered, whereas minor varieties of disease are easily for- 
gotten or missed. We analysed 283 cases born between 1947 
and 1951—-depending on whether the diagnosis of previous 
disease was certain as based on serological proof or a diag- 
nostic clinical picture, or whether the evidence for previous 
haemolytic disease was only probable. The outlook was 
similar in the groups where the previous history of the 
disease was only probable and where it was proved serologi- 
cally. Where, however, the previous baby had a diagnostic 
clinical picture of the disease, such families had a worse 
prognosis, there being an increased risk of stillbirth, from 
28% to 43°, and a fall, from 33% to 16%, in the number 
of babies surviving without treatment. 

Chown et al. (1953) estimated that there was a 10% 
chance of a mild untreated case following a very severely 
affected baby, but we believe that a spontaneous live birth 
following a stillborn or very severely affected baby is a 
rarity and have never seen mild disease under these cir- 
cumstances. 

Unlike Davies et al. (1953), we were not able to demon- 
strate clear-cut family patterns. We found that the most 
reliable prognostic guide is based on the outcome in the 
immediate predecessor, although where two or more pre- 
ceding infants have had similar disease the likelihood is that 
the next baby will also be similarly affected. 

Because kernicterus is the feature of haemolytic disease 
that has caught the public imagination we would stress that 
a previous history of kernicterus carries no worse prognosis 
than the previous occurrence of any liveborn variety requir- 
ing treatment. There are many families in which one baby 
has died from kernicterus and a later baby treated by early 
exchange transfusion has survived and developed normally. 

Finally, we could find no evidence for giving a worse 
prognosis to mothers immunized by transfusion or by an 
early pregnancy, nor any reason for advising mothers to 
leave several years between pregnancies. 


Summary and Conclusions 


A study of the previous history has been made of 
1,033 immunized Rh-negative mothers in Northumber- 
land and Durham for the period 1947-55. The total of 
1,336 babies with haemolytic disease represents an inci- 
dence of 5 cases for every 1,000 births during this period, 
and is, we believe, representative of the whole range of 
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haemolytic disease of the newborn. Cases with similar 
backgrounds have been grouped together and compared 
with control series. From this experience we have found 
that: 

1. Immunization by Rh-positive blood transfusion is 
of similar significance to immunization by pregnancy. 

2. Where there has been no previous affected baby 
the risk of stillbirth is about 10%, but of those born 
alive 40% will not require treatment. 

3. Although statistically there is a general trend 
towards more severe disease in succeeding pregnancies, 
this pattern of increasing severity is not uniform for all 
cases. Distinct family patterns are relatively rare, but 
considerable help in estimating the probable outcome 
of a given pregnancy can be obtained from the form 
and severity of the disease in the immediate preceding 
baby. This relationship can be expressed as follows: 
(a) Where the previous infant was mildly affected and 
did not require treatment, the risk of stillbirth is no 
more than 2%, and of those born alive 60% will survive 
without treatment. (b) The previous occurrence of 
kernicterus does not imply a more serious outlook than 
that of any previously affected infant requiring treat- 
ment. (c) If a previous baby was stillborn from haemo- 
lytic disease, there is about an 80% chance that the next 
baby if allowed to go on to a spontaneous delivery will 
also be stillborn. If born alive it will certainly have 
severe disease and require treatment. 

4. Immunization from an early pregnancy was only 
slightly more serious than immunization from a later 
pregnancy. The time interval between affected babies 
did not materially affect the prognosis. 


All statistical analyses have been made by Dr. George Knox, 
of the Children’s Department, Royal Victoria Infirmary, and 
to him we express our indebtedness. We also acknowledge the 
help we have received from the medical and nursing staffs of the 
hospitals concerned; the assistance of the technical staff of the 
Regional Transfusion Centre and Children’s Department, and 
the secretarial help of Misses Marlene Wilson and Rosemary 
Henderson. We are grateful for the guidance of Professors D. 
Court and H. H. Evers, and the help and interest of the late Dr. 
W. G. Patterson did much to further this regional study, 


REFERENCES 


Alien, F. H., jun., Diamond, L. K., and Vaughan, V. C. (1950). Pediatrics, 
6, 441. 

Allot, E. N. (1951). In Modern Trends in Paediatrics, edited by Sir L 
Parsons. London 

—— and Holman, C. A. (1949). Lancet, 1, 210. 

Chown, B. (1948). Blood, Special issue, No. 2, p. 155 

— Allen, F. H., jun., and Mollison, P. L. (1953). “ Erythroblastosis 
Fetalis "" in the Report of the Seventh M. & R. Pediatric Research 
Conference 

Davies, B. S., Gerrard, J., and Waterhouse, J. A. H. (1953). Arch. Dis. 
Childh., 28, 466. 

Diamond, L. K. (1950). In Mitchell-Nelson Textbook of Pediatrics, cdived 
by W. E. Nelson. Philadelphia and London 

Ellis, R. W. B. (1951). Disease in Infancy and Children. Edinburgh 

Levine, P., Vogel, P., and Rosenfield, R. E. (1953). Advanc. Pediat., 6, 97. 

Mollison, P. L.. and Cutbush, Marie (1949). British Medical Journal, 1, 123 

—- ——— (1954). In Recent Advances in Paediatrics, edited by D, Gairdner. 
Londoa 

Potter, E. L. (1948). Pediatrics, 2, 369 

———~ (1953). “ Erythroblastosis Fetalis“’ in the Report of the Seventh 
M. & R. Pediatric Research Conference 

Sheldon, W. (1955). Diseases of Infancy and Childhood, 7th ed. London 

Stratton, F. (1955) In Modern Trends in Haematology, cdited by J, F. 
Wilkinson 

Vaughan, V. C. (1953). “ Erythroblastosis Fetalis"* in the Report of the 
Seventh M. & R. Pediatric Research Conference. 

—— Allen, F. H., jun., and Diamond, L. K. (1950). Pediatrics, 6, 706 

Walker, W., and Murray, S. (1954). British Medical Journal, 2, 126 
- ——— (1955). Report on Haemolytic Disease of the Newborn to the 
Northern Regional Hospital Board 

Whitby, L.. and Newns, G. H. (1953). In Garrod, Batton, and Thursficld’s: 
Diseases of Children, Sth ed., edited by A. Moncrieff and P. Evans, 
vol. 2. London 

Zuelzer, W. W., Wheeler, W. E., and Leonard, M. F. (1948). Pediatrics, 
1, 799 


194 Jan. IS, 1956 


SICKLE-CELL ANAEMIA 
\ MAJOR DISEASE IN WEST AFRICA* 
BY 
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The first case of sickle-cell anaemia to be described was 
that of J. B. Herrick, of Chicago, in 1910. Emmel (1917) 
described the sickling phenomenon in a father and son. 
Taliaferro and Huck (1923) formed the opinion that 
a Mendelian factor responsible for sickling produced 
sickle-cell anaemia in some persons and in others only 
sicklaemia. It was not until 1947 that Neel put forward 
the hypothesis that when this factor was inherited from 
one parent the individual presented as a sicklaemic sub- 
ject, and when from both parents, as a sickle-cell anaemia 


victim 

It is now recognized that both the sickling pheno- 
menon and the disease are inherited ; that both types of 
manifestation have been found in communities in which 
sickling has been detected ; that the conditions are found 
in Africans or people who must have had blood 
connexions with Africans ; and that the sickling pheno- 
menon is connected with the chemical and physical 
properties of the haemoglobin in the red cells. 

Beyond this there are unexplained facts about sickling 
and the disease. For example, it is generally believed 
that while the sickle-cell trait is common on the African 
continent the actual disease is uncommon. In contrast, 
it is said that the incidence of the disease is much higher 
in the U.S.A., where the calculated percentage of the 
trait among the negro population is comparatively low. 
The object of this paper is to examine some facts hithe™*o 
presented and to show that sickle-cell anaemia is com- 
mon in Lagos and, most probably, in West Africa 
generally. 

Characteristics of the Disease 

Sickle-cell anaemia is a hereditary and familial disease 
characterized by persistent anaemia, often resulting in 
retarded growth : by recurrent crises marked by fever, head- 
ache, and bone and joint pains ; and by signs of haemolysis 
(jaundice-leucocytosis) and of blood regeneration—for 
example, nucleated red cells and active marrow. It mostly 
starts early in life (at about 24 years). The usual story is 
that the child has never been really well, is smaller than 
children of the same age, and is backward in general 
development. He is subject to attacks of joint pains, bone 
pains, abdominal pains, and headache. The presenting 
symptoms, however, may vary ; and here it may be empha- 
sized that this is where medicine, surgery, and midwifery 
meet. On examination the child is usually underdeveloped, 
often very poorly nourished. The conjunctivae are pale to 
varying degrees, and the sclerae lemon yellow. The anxious 
expression on the mother’s face, and the victim’s shiny face, 
underdeveloped appearance, and protuberant abdomen with 
compensatory lumbar lordosis, are striking, and make one 
suspect the disease as the patient walks into the consulting- 
room. The story told is that this is the third or fourth 
attack. The liver (almost invariably) and the spleen (less 
frequently) are enlarged. 

Blood Picture.—Red cells, 3,000,000 to less than 1,000,000 ; 
feucocytosis of 12,000-40,000 during a crisis ; reticulocytosis 
of 5-25%; normoblasts; target cells; raised serum bili- 
rubin ; absolute values usually normal, and the E.S.R. may 
be retarded. Sitkle-cells may be found in the fresh prepara- 
tion or after 24 hours’ incubation, or after reduction of the 
haemoglobin 


*Read at the Annual Genera Meeting of the Nigeria Branch of 
the British Medical Association, March, 1955. 
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For diagnosis, the finding of sickle-cells is not enough. It 
should be clinched by demonstration of the characteristic 
electrophoretic pattern of sickle-cell anaemia. This test is 
seldom possible in West Africa to-day, and may not be 
available in many hospitals for some years. But the disease 
should be suspected by every doctor practising in West 
Africa whenever a young subject presents with jaundice 
and multiple joint or bone pains, a severe anaemia with 
or without jaundice, pyrexia of unknown origin with leuco- 
cytosis, cirrhosis of the liver, bossing of the skull, retarded 
growth, signs suggestive of Perthes’s disease, the acute abdo- 
men, or hemiplegia. If one laboratory report shows no 
“ sickling ” in suspicious cases, the test should be repeated. 
In any event, laboratories should be encouraged to carry 
out carefully the more modern chemical methods of 
demonstrating sickling. 


The Literature 

Raper (1950) advanced the view that “ the sickling aber- 
ration is much less to be regarded as a cause of morbidity 
among Africans than among negroes in the U.S.A.” From 
a comprehensive review of the literature, he quotes the 
following figures: for sicklaemia, the average figure 
among U.S.A. negroes was 7%, with the highest, 14%, in 
South Carolina (Switzer and Fouche). On the African 
continent the trait incidence varies from 12 to 27%. 
Lehmann and Raper found the incidence varied considerably 
in varipus ethnological groups in Uganda-——Hamitic, 2.9% ; 
Pygmoids, 46% ; Bantu, 19-27%. A. E. Beet found similar 
variations in Northern Rhodesia (average 12.9%); Mackey 
in Tanganyika, 23.3%, ; Abbott in Southern Sudan, 21.2% ; 
Texeira in Angola, 27% ; Evans in Nigeria (males only), 
18.75% ; Findlay in the Gold Coast, 12.4% ; Gordon and 
Reid in Sierra Leone, average 27%. 

Raper concluded, taking an average of 20% from the 
above figures, that nearly 40 million people “ sickled” in 
Africa among an estimated population of 200 million. Hence 
the trait (sicklaemia) is thrice as common on the African 
continent as among the American negroes. 

On the contrary, only 106 cases of the disease had up to 
that date been described south of the Sahara. Texeira said 
the disease was extremely rare in Angola. Beet found only 
two cases in 2,000 people in Northern Rhodesia. Lehmann 
and Milne saw only two cases out of several hundred people 
with sicklaemia. Russell and Taylor found one case in 
Accra in 1932; E. C. Smith described six necropsy cases in 
Lagos in 1943. Trowell found 35 cases in Uganda; 
Robertson and Findlay reported 46, or possibly 58, in West 
Africa ; Raper reported two post-mortem cases in Uganda. 
In more recent years, workers in West Africa have found 
more cases. Foy and his associates (1951) in Kenya, and 
J. and C. Lambotte-Legrand (1951) in the Congo, reported 
a high incidence. Jelliffe found 22 cases in 18 months at 
Ibadan. 

We have, however, encountered 63 cases in the General 
Hospital, Lagos, in the last three years (April, 1952, to 
March, 1955). Of these, 13 are described because of their 
more peculiar features. 


Case Reports 


Case 48.—A boy aged 6 presented as a case of right- 
sided hemiplegia with aphasia. The only other abnormality 
found was that he was in a typical sickle-cell crisis. He 
had mild fever and lost’the use of the right side of the body 
and of speech 48 hours before admission. He was well 
developed. Apart from fevers (which might have been 
malarial) there was no history suggestive of previous crisis. 
Blood picture: R.B.C., 2,730,000; Hb, 62% (9.15 ¢.): CL, 
1.14: W.B.C., 13,000; reticulocytes, 5% : 85 normoblasts 
per 200 W.B.C. ; target cells, + + + ; occasional sickle cells. 
Sickling + + + after 24 hours’ incubation, with a preponder- 
ance of bizarre-shaped forms. Marrow: normoblastic hyper- 
plasia ; no megaloblasts. 

Case 47—A boy aged 12, quite small for his age, had 
been known to have crises for several years. He died in 
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anaemic cardiac failure. Blood picture: R.B.C., 1,460,000 ; 
Hb, 7.5 g.; W.B.C., 23,700 ; reticulocytes. 4% ; a few target 
cells. Sickle cells present after 24 hours’ incubation. 

Case 56.—A boy aged 8 was admitted in a severe crisis. 
He was poorly developed. There was a severe and intract- 
able epistaxis. The marrow showed evidence of active 
regeneration. Megaloblasts were present. 

Case 14.—A boy aged 34 had megaloblasts present in the 
marrow. 

Case 49.—This boy, aged 14, was well developed and 
showed signs of a mild crisis. His only complaint was 
of intractable pain in the right thigh for several years. 
X-ray examination of both femora, knees, and hips revealed 
no abnormality. He had to stay away from school when 
the pain was severe. The marrow showed atypical megalo- 
blasts. 

Case 8.—A girl of 17 (a niece of mine) was treated for 
“ catarrhal jaundice” in 1940 in a provincial hospital. She 
has had regular recurrent crises since. From an initially 
precocious child, she came gradually to lag behind children 
of her own age, and puberty has been delayed. Diagnosis 
was first made in 1943. Laparotomy was performed during 
a crisis in 1948, and she was put in a plaster cast for 
tuberculosis of the hip in 1949. Blood picture: R.BC., 
2,390,000 ; Hb, 7.1 g.; W.B.C., 14,000; reticulocytes, 14% : 
sickle cells, + 4 in stained preparation. Sternal marrow: 
active normoblastic erythropoiesis ; no megaloblasts. 

Case 50.—A woman aged 25, first encountered in 1944 in 
a surgical unit as a case of multiple joint tuberculosis ; had 
her left knee-joint excised and arthrodesed. In 1952 she was 
sent to the medical unit from the maternity hospital, seven 
months pregnant and in a crisis from which she never 
recovered. 

Case 51.—A baby whose first crisis occurred at 8 months. 
Sickling was severe, and was demonstrated in fresh prepara- 
tions. 

Case 45.—A normal healthy male baby aged 18 months 
suddenly had a severe crisis with rapid loss of weight: 
jaundice, an enlarged tender liver, and severe sickling in 
fresh preparation. He was irritable and resented passive 
movements in all limbs. 

Case 46.—A boy aged 9 was known to have had sickle- 
cell anaemia for several years. He was well developed and 
was described as brilliant at school. A laparotomy was per- 
formed during a crisis two or three years previously. In 
February, 1954, he had a severe crisis in which the abdomi- 
nal pain appeared unusually severe and definitely paroxys- 
mal. Gall-stones were confirmed by cholecystography. The 
problem arose whether cholecystotomy or cholecystectomy 
should be done. In view of the fact that large quantities 
of bile were likely to be formed continually, it was decided 
to do the former and leave the gall-bladder alone if it was 
healthy. 

Case 52.—A man aged over 40 had been in the Army for 
several years and was quite fit. There was no history of 
previous crises. He was admitted to hospital as a case of 
severe pyrexia of unknown origin which persisted for several 
weeks. Investigation revealed no cause for the pyrexia. 
The picture was typical for a sickle-cell anaemia crisis. This 
diagnosis was at first dismissed in view of his age and of the 
fact that he had been in the Army. The blood, however, 
was sent for electrophoresis, and the report stated that it 
showed a sickle-cell anaemia pattern. 

Cases 19 and 61.—These are of interest because of the 
x-ray appearances of the skull (“ hair-on-end ” appearance) 
(Figs. 1 and 2). 


Commentary 


These 13 cases show the protean nature of sickle-cell 
anaemia. Several cases, like Nos. 56 and 14, showed 
megaloblasts in the marrow. These patients often came from 
the poorer class. The megaloblastic portion of the anaemia 
was considered to be nutritional in origin or due to severe 
liver damage. The Hb went up on vitamin By and folic 


acid, but was never normal. No case from the higher, well- 
fed section of the community showed megaloblasts. It 
might here be mentioned also that the prognosis is worse in 
the poorer class. A superadded malnutritional state brought 
on a more speedy end. Cases 8, 50, and 56 illustrate the 
hazards to which these children are liable. Case 50 might 
have had multiple joint tuberculosis, but it is probable that 
she did not have it. 
Differential diag- 
nosis could be diffi- 
cult, especially in 
early cases. 


Case 46 is of 
great interest. A 
crisis led to an 
apparently _need- 
less laparotomy. 
Yet two or three 
years later gall- 
stones were demon- 
strated during a 
crisis. An unusual 
deepening of the 
jaundice should 
make one look for 
signs of _ biliary 
obstruction. The 
highest clinical 
judgment may be 
needed. Colleagues 
in other depart- 
ments of the hos- 
pital are usually 
most helpful under 
such circumstances. The two infants described (Cases 51 
and 45) are being followed up. Case 52 is an isolated 
case. Patients with sickle-cell anaemia seldom live beyond 
the age of 30. This may be a new disease in which part 


Fic. 1.—Typical changes in sickle-cell 
anaemia, showing hair-on-end appearance. 


Fic. 2.—Same as in Fig. 1, lateral view. 


or all of the haemoglobin is not of the sickle-cell variety 
but of another kind which shows the same electrophoretic 
behaviour—for example, haemoglobin D. If sickling is 
present part of the haemoglobin is, however, presum- 
ably of the sickle-cell variety. Subtertian rings were 
demonstrated in two cases during a crisis. Two cases were 
fatal during pregnancy. A third patient (Case 44) (very ill 
in crisis) was removed from the hospital at the seventh 
month and could not be followed up. The high mortality 
among pregnant cases may be attributed to the high 
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incidence of pregnancy anaemia in Lagos. Despite the high 
incidence of tropical ulcers among the ordinary population 
here, only three of our cases had chronic leg ulcers. 

It is our firm opinion that sickle-cell anaemia is common 
on the West Coast of Africa. We have had as many as five 
cases in the wards at the same time, and three new patients 
walked into the medical out-patient department in the course 
of one morning clinic. The 63 cases here presented are the 
severest. In the last nine months we have had the advantage 
of having the blood of our cases examined electrophoreti- 
cally. All cases clinically diagnosed have been confirmed 
All cases here presented were most probably correctly diag- 
nosed. On the other hand, many cases have not been 
included because they could not be well covered by our 
criteria for diagnosis—namely, clinical features, history ot 
recurrent crises, family history, the finding of signs of haemo- 
Ivsis and of blood regeneration, and the demonstration ot 
sickling. The greatest stress is laid on the history of recur- 
rent crises and on the fact that the anaemia is never cured 

No attempt has been made to relate our figures to general 
population figures. Many sick people have no easy access 
to the hospital in West Africa to-day, and the great load on 
the doctor and laboratory where these are available makes 
frequent blood examination impossible. Figures may be 
grossly misleading at the present stage of our development 
Moreover, Choremis er al. (1951) found small foci of sickle- 
cell anaemia in villages in Greece. It is probable that there 
are scattered areas of dense foci in villages and towns of 
West Africa. These can be discovered only as medical 
facilities expand 

Raper (1950) suggested admixture of African and 
Caucasian genes as responsible for the higher incidence of 
sickle-cell anaemia in American negroes. He also stated: 
“ This essay has been directed to showing that the disease is 
of more importance to the negro [sic] than to the African.” 
It is gratifying to note that he has since revised his opinion, 
at least so far as Uganda is concerned (Welbourn and Raper, 
1954). But this statement requires correction in something 
more than a letter to the British Medical Journal. One has 
seen several instances in which the diagnosis of sickle-cell 
anaemia was dismissed merely on the grounds that it was 
“uncommon on the continent of Africa.” It is also of 
interest to note that J. and C. Lambotte-Legrand have found 
the disease to be frequent in the Belgian Congo. In the Gold 
Coast the frequency of the disease appears to be not incon- 
siderable. The racial admixture theory would therefore 
appear not to be the answer to the comparative frequency 
of the condition in the American negro. 

The truth appears to be that sickle-cell anaemia is com- 
mon in American negroes because it is common on the 
West Coast of Africa. West Africa is the original home of 
the American negro. Literature on the exact parts of the 
world from which the negro originated appears to be scanty. 
But the Rev. J. Leighton Wilson (1850), of the American 
Mission established on the Gaboon River, wrote : “ Take as 
an illustration the history of the slave trade in the Bight of 
Biafra. All who have investigated the subject know that the 
Rivers Benin, Bonny, Brass, Calabar, and Cameroon were 
once the chief seats of this trade. It is through these rivers 
that the Niger discharges itself into the ocean; and as the 
factories near the mouth of these different branches had a 
great facility of access to the heart of Africa, it is probable 
that the slave trade was carried on more vigorously here 
than anywhere else on the coast.” 

The Rev. Henry Venn (1865) honorary secretary to the 
Church Missionary Society, wrote: “Until 1840, the Slave 
Trade had been carried out to its full extent along the 
greater part of the sea-board of Western Africa from the 
River Gambia in the North to Little Fish Bay in Latitude 

Hodges (1950) quotes from Frazier (1949): “ Negroes 
continued to be brought from Guinea, Gambia, Calabar 
(Niger Delta region), Angola (the lower Congo) and a few 
from Madagascar.” He (Hodges) goes on to say : “ Most 
authorities agree that the slave traders sailed in the majority 
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of cases from W. African ports. There is no knowledge 
concerning how far from the coast slaves were acquired, but 
it is known that some of the overland treks from the inland 
to the sea coast required many months of travel on foot.” 

The areas covered by these three authors correspond 
roughly to the areas occupied by the true negro. It is seen 
that this covers the whole of British and French West Africa, 
extends into the Sudan, Abyssinia, portions of Kenya and 
Uganda, and probably into the Congo (Seligman, 1930). 

Severe cases of sickle-cell anaemia are so obvious and 
so easy to diagnose that workers interested in the condition 
would have had no difficulty in recognizing such cases if 
they occurred with any frequency. There is no doubt that 
the disease is rare in South and in parts of East Africa. It 
is suggested that we are dealing with two areas of Africa in 
which the sickle-cell gene behaves differently. In West 
Africa and surrounding negroid zones, sickle-cell anaemia 
occurs with considerable frequency. In places like Southern 
Rhodesia the disease is infrequent even though the trait is 
frequent. The negro in the U.S.A. and the coloured West 
Indian are outflows from the former areas. 

The genetic theory of Neel and Pauling does not seem 
to explain fully the relationship between sickle-cell disease 
and sicklaemia. It is here suggested that there is a third 
factor (or the lack of a protective factor) present in West 
Africa but absent in those various ethnic groups in East 
and South Africa which show a high incidence of sicklaemia 
but a low incidence of sickle-cell disease. It is difficult to 
believe that in places like Southern Rhodesia marriages in 
which husband and wife are both heterozygous for the sickle- 
cell trait do not occur frequently. 

Sickle-cell anaemia is a major disease of West Africa. 
It is a cause of distress in many families It is, in view 
of its protean mode of presentation, a diagnostic problem 
in every department of a general hospital. It therefore 
deserves much better recognition than it gets at present. It 
should be treated as a major disease in schools of tropical 
medicine, in textbooks on tropical medicine, and in all 
medical schools in tropical Africa. 


Summary 

Sixty-three cases of sickle-cell anaemia have been 
diagnosed in the Lagos General Hospital in three years. 

Thirteen of these cases, illustrating the protean mode 
of presentation and some special diagnostic problems, 
are described. 

It is pointed out that the disease is a major problem 
in West Africa and should be given greater prominence. 

It is suggested (a) that the disease is common in the 
U.S.A. because West Africa is the home of the American 
negro, and (b) that there is an unknown “ protective ” 
factor that would explain why the disease is compara- 
tively uncommon in certain parts of Africa though the 
trait exists. 

I thank my friend Colonel J. H. Walters, of the West African 
Council for Medical Research, Lagos, who helped to clinch the 
diagnosis by electrophoretic analysis in the later cases, and Dr. 
S. L. A. Manuwa, the Chief Medical Adviser to the Federation 
of Nigeria, for his helpful criticism and for permission to publish 
this paper. 
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TRANSIENT CUSHING SYNDROME 
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Cushing’s syndrome (the designation referring to the 
clinical and not, as frequently used, to a pathogenic 
entity) is commonly regarded as a very grave illness 
which invariably leads to death within a few years. 
Drastic surgery is therefore generally accepted as the 
treatment of choice. Although, as a rule—especially 
with polysymptomatic and rapidly developing cases—the 
seriousness of the prognosis cannot be doubted, the 
general validity of this drastic therapeutic viewpoint 
appears to us questionable. We have seen a number of 
cases—the first in 1923 (Zondek, 1923)—with a definite 
Cushing syndrome in which the signs and symptoms of 
the disease regressed either spontaneously or as the 
result of conservative measures. Clinical amelioration 
was in fact so striking that active therapy was again and 
again postponed, until it became superfluous. 

The purpose of this paper is to report, out of a total 
of six cases mostly occurring in the younger age groups, 
the case of a transient Cushing syndrome in a 54-year- 
old woman which appears particularly noteworthy in 
this respect. 


Case Report 


The patient was a married woman aged 54. At the age of 
16 she received a “ heavy blow ™ on the right ear which caused 
a haematoma with subsequent suppuration (osteomyelitis ?). 
At 21 she suffered from malaria. She had two miscarriages 
and five normal deliveries, the last at the age of 28. Later 
she became oligomenorrhoeic and then completely amenor- 
rhoeic. At the same time she developed great hunger and 
thirst and became very obese, gaining 40 kg. in six months. 
Her weight gradually increased, until at the age of 30 she 
weighed 120 kg. Hypertension allegedly up to 200 mm. Hg 
systolic was discovered some years later, and manifest dia- 
betes mellitus about four years ago. At first carbohydrate 
metabolism was controlled by dietetic restrictions. During 
the few months preceding admission, increasing amounts 
of insulin were given without benefit. Mentally the patient 
was bright and cheerful. 

On admission to hospital in December, 1950, at the age 
of 50, the patient presented a Cushing type of obesity with 
typical distribution of the adipose tissue and bright-red 
moon-face (Fig. 1). Her weight was 111 kg. There were 
large purple striae over the abdomen and hips. Hair was 
present on the upper lip, cheek, and chin. Her blood pres- 
sure was 160/90-175/90 mm. Hg. No other abnormalities 
were revealed by physical examination. The fasting blood 
sugar was 250-300 mg. per 100 ml., and glycosuria 30-40 g. 
a day. Acetone bodies were never present. Radoslav tests* 
showed reduced insulin sensitivity: 248, 231, 231, 217, 203, 
and 263, 247, 263, 203, 225, 203 mg. per 100 ml. Urinalysis 
(except for the glycosuria), blood count, E.S.R., and blood 
chemistry showed no abnormality. The Volhard dilution 
test revealed marked water retention: of 1,000 ml. of water, 
275 ml. was excreted. The B.M.R. was + 17%. The chest 


*The Radoslav test, which serves the determination of insulin 
sensitivity, consists of the following procedure: after the fasting 
blood sugar is taken, 12 units of insulin are administered by the 
intravenous route, and thereafter blood-sugar readings at half- 
hourly intervals are taken during 2 to 24 hours. 
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organs were radiologically normal except for a slight dilata- 
tion of the heart to the left. X-ray films showed decalcifi- 
cation at the base of the skull, especially in the vicinity of 
the sella turcica. The eyegrounds and visual fields were 
without pathological findings. 

The patient was put on a diet low in calories, salt, and 
fluids, and was given mercurial diuretics. Thereupon she 
steadily lost weight (13 kg. within nine weeks). At the 
same time her blood pressure and carbohydrate metabolism 
gradually returned to normal. 


Second Admission 
Nine months after her discharge from hospital she was 
readmitted for the following complaints, which had devel- 
oped during the ensuing six months: pressure and pain in 
the right side of the head, narrowing of the right palpebral 
fissure, dipiopia, deterioration of vision and hearing, more 
on the right than on the left side, numbness and a feeling 
of pins-and-needles in the right side of the body, mumbling 

speech, general apathy, and lethargy. 


Fic. 1 Fic. 2 Fic. 3 


Fic. 1.—December, 1950, weight 111 kg. Fic. 2.—July, 1953, 
weight 58 kg. Fic. 3.—March, 1955, weight 97.5 kg. 


On admission (November, 1951) the patient was sluggish 
and taciturn, in contrast to her previous vivacity. She was, 
however, accurate and reliable in her response to questions 
and investigations requiring her co-operation, 

Neurological examination (Drs. A, Beller and A. Stern) 
revealed the following abnormalities: weakness on lateral 
gaze to the right, narrowing of the right palpebral fissure, 
weakness of the right facial nerve, decreased sensitivity to 
touch of the right side of the face and body, impaired hear- 
ing on the right side (audiometric examination), paresis of 
the right soft palate, absent patellar tendon reflexes, and 
ataxic gait. An electroencephalogram showed low voltage, 
but was still within normal limits. Pneumoencephalograms 
were not suggestive of a cerebral tumour. The spinal fluid 
showed increased pressure and contained 26 lymphocytes 
per c.mm. and 59 mg. of proteins per 100 ml. Nonne—Apelt, 
Pandy, and Wassermann reactions were negative. Besides 
the above-described impairment of ocular motility, there 
was extreme (70-80 degrees) bilateral restriction of the 
visual fields for white and colours. 

The patient now weighed 99 kg. Her blood pressure was 
115/80-140/80 mm, Hg, and the fasting blood sugar 85-113 
mg. per 100 ml. There was no glycosuria. The B.M.R. was 
+33 to +48%. Urinary F.S.H. amounted to 200 r.u. per 
litre and 17-ketosteroids to 4.8 mg. per 24 hours. The 
Volhard dilution test again showed water retention: of 
1,000 ml. of water, 280 ml. was excreted within four hours. 
Sodium chloride excretion was 0.7 to 1.9 g. a day. The daily 
urine output averaged 300 ml. a day. 
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Mercurial diuretics increased the diuresis and the patient 
lost 7 kg. in seven weeks. During the same time she grew 
lively and cheerful, her gait became normal and her speech 
more distinct. The ocular pareses gradually subsided until 
ocular movements were practically free, the right palpebral 
fissure widened, although not attaining normal width, the 
motility of the right soft palate was restored, and the corners 
of the mouth became symmetrical The visual fields pro- 
gressively enlarged until both became normal. The reduc- 
tion of sensory perception and hearing persisted, however, 
and the patellar tendon reflexes remained absent. 


Third Admission 

In July, 1953, the patient was readmitted complaining of 
headaches, weakness, and lassitude. Though always tired 
and desiring to sleep, she slept but little, either at night or 
during the day. During the previous five months her 
appetite and food intake, which had been quite normal up 
to then, had steadily decreased, until at the time of ad- 
mission she’felt an aversion towards food and fluids (during 
her stay in hospital her food intake never exceeded 600-700 
calories a day, and this was achieved only by permanent 
coaxing), Weight loss during the five months preceding 
admission amounted to about 35 kg. 

Examination revealed an almost cachectic condition 
(weight 58 kg.), the skin hanging down in loose folds all 
over the body with the exception of the legs, which showed 
pitting oedema’ (Fig. 2). The skin was pale. The pulse rate 
was 64-76 a minute, and the blood pressure 90/70-105/65 
mm. Hg. The visceral organs showed nothing abnormal 
except for a moderate dilatation of the left ventricle. Apart 
from slight narrowing of the right palpebral fissure and 
slight impairment of hearing on the right side, the neuro- 
logical examination was normal. Urinalysis revealed noth- 
ing pathological. The blood count showed a moderate 
hypochromic anaemia (R.B.C., 3,800,000 ; Hb, 60% ; W.B.C.., 
5.400, with a normal differential count). E.S.R. and blood 
chemistry were essentially normal. The fasting blood sugar 
was 80-95 mg. per 100 mi. A glucose-tolerance test ran a 
comparatively flat course: 95, 122, 135, 124, 145, 125 mg. 
per 100 ml. The daily urine output ranged from 200 to 
450 ml. The Volhard test again indicated water retention: 
of 1,000 ml., 450 and 600 ml. respectively were excreted 
within four hours. The sodium chloride and the nitrogen 
excretion were at low levels: 1.5-4.2 g. per 24 hours, and 
3.37-6 g. per 24 hours respectively. The B.M.R. was —5%. 
Urinary F.S.H. and L.H. were less than 50 r.u. per litre, 
17-ketosteroids were 4 mg. per 24 hours, and reducing 
corticosteroids 1.3 mg. per 24 hours. The eyegrounds 
showed slight hypertensive changes and the visual fields 
were normal for all qualities. Additional laboratory and 
radiological examinations helped to exclude the existence 
of malignancy. 

Fourth Admission 


In March, 1955, the patient was admitted once more. She 
reported that without any obvious reason her food habits 
had radically changed about four months previously. She 
had developed ravenous appetite and thirst, feeling hungry 
even a short time after a substantial meal. She voluntarily 
stated that her urine output was very small despite the 
great amounts of liquid drunk during the day and also at 
night. Her weight had steadily increased. Mentally she 
was apathetic and inactive, after having gone through a 
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short period of great activity and high spirits, In contrast 
to the sleeplessness at the time of her last admission, how- 
ever, she slept a lot, both at night and during the day. 

Examination on admission revealed a weight gain of 
39 kg. (weight 97.5 kg.), with the result that she was almost 
as obese as on her first admission (Fig. 3). Pitting oedema of 
the legs was present as before. The pulse rate varied between 
64 and 80 a minute, and the blood pressure between 130/80 
and 150/90 mm. Hg. Physical and neurological examina- 
tion failed to reveal any essential change. Urinalysis, blood 
count, E.S.R., and blood chemistry were normal. The fast- 
ing blood sugar ranged between 113 and 141 mg. per 
100 ml., and a glucose-tolerance test ran a mildly diabetic 
course: 122, 171, 184, 179, 187, 178. 155 mg. per 100 ml. 
The B.M.R. was +34°,. The daily urine output ranged be- 
tween 200 and 350 ml. Sodium chloride excretion was 
likewise low, averaging 0.5 g. a day. The Volhard dilution 
test again demonstrated water retention: of 1,000 ml., 300 
and 600 ml. respectively were eliminated during four hours. 
Urinary F.S.H. was 111 r.u. per litre ; L.H., 50 r.u. per litre ; 
17-ketosteroids 4.2 mg. per 24 hours, and reducing cortico- 
steroids 1.2 mg. per 24 hours. X-ray examination of the 
heart and skull gave the same results as before. The hyper- 
tensive changes in the eye-grounds had not progressed, and 
the visual fields were normal for both white and colours. 
There: was a positive Graefe sign. 


Comment 


There were four more or less distinct phases in the 
patient's illness, which had but one common feature 
namely, a pronounced tendency towards water and salt 
retention. The predominant features of each phase are 
summarized in the Table. 

Mentally the patient alternated between periods of hypo- 
activity and apathy and periods of heightened activity and 
cheerfulness, No fixed correlation could be established, 
however, between the emotional and bodily aspects of the 
illness, both varying independently of each other. 


Discussion 

The above case is noteworthy, for in the course of 
observation considerable fluctuations of the signs and symp- 
toms took place which, among other things, led to the dis- 
appearance of a frank Cushing syndrome manifest during 
the first phase of the patient's illness. Spontaneous reversal 
or effective treatment of Cushing's syndrome induced other- 
wise than by direct reduction of adrenocortical or pituitary 
hyperfunction has been occasionally reported. In our first 
case (Zondek, 1923), which was included by Cushing in his 
first publication of the syndrome (Cushing, 1932), sudden 
and intense weight loss became evident shortly before the 
patient succumbed to an intercurrent infection. In recent 
years we have observed a certain number of cases in which 
regression of the morbid phenomena occurred either spon- 
taneously or as the result of dietary restrictions and/or 
dehydrative therapy, simulating thereby the excellent results 
achieved by drastic adrenocortical surgery. Such reversi- 
bility of the disease process is in our opinion hardly com- 
patible with the assumption of primary pituitary or adreno- 
cortical pathology. In fact, post-mortem examination of 
H. Z.’s first patient failed to reveal signs of hyperactivity in 


Predominant Features in Each Phase of Illness 


Food and B.M.R | Urinary , 
Weight RF Carbohydrate | Water-Salt | 
Phase | Duration Fluid | in kg. | (mm. Hg) 1% Metabolism F.S.H. | Metabolism Clinical Remarks | Treatment 
Intake (av crages) (r.u. 1.) 

I Several (7) Excessive | I11 160-170 90 +17 Manifest diabetes Retention Cushing syndrome Dehydrative 

years | therapy 
ul ca 6 months Normal 99 115-140 75 +40 | Normoglycaemia 200 Cerebello-pontine syndrome; bi- 

temporal hemianopsia 

ca 8 » | Anorexia 90.105 70 <50 | Anorexia nervosa ; insomnia | None 
1V cad | Excessive 975 | 130-18080/ +34 | Latent diabetes | Hypersomnia ie 
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either gland. Rather, transient forms of the disease point 
to a third pathogenic site which, per exclusionem, should be 
looked for in the hypothalamus. 

The fact that disorders in whose pathogenesis the 
pituitary is involved may result from hypothalamic as 
well as from primary pituitary malfunction (Zondek, 
1924) is nowadays generally accepted. This also applies 
to Cushing’s syndrome, an eventual hypothalamic origin 
of which has been postulated by several workers. 
Hypothalamic regulation of corticotrophin secretion has 
been shown by manifold animal experiments and clin- 
ical observations (Hume and Wittenstein, 1950; de Groot 
and Harris, 1950, 1952; Schunk and Cornelius, 1951 ; 
Fortier, 1952; Harris, 1952; Brobeck, 1952; Hume, 1952; 
Slusher and Roberts, 1954). Structural or functional damage 
to hypothalamic centres in man may arise from direct injury 
of the hypothalamic area or from cerebral lesions in the 
area of the fourth ventricle through compression of the 
Sylvian aqueduct (Zondek, 1926a). The latter possibility is 
demonstrated by two cases of Heinbecker (1944) in which 
the Cushing entity coexisted with increased intracranial 
pressure. In one of his patients a meningioma in the region 
of the second cervical vertebra had produced complete block 
of the spinal canal. Removal of the tumour resulted in 
the disappearance of the Cushing syndrome. Crispell and 
Parson (1952) reported the case of a man with a cerebellar 
astrocytoma with marked hydrocephalus internus who 
eventually developed the typical features of Cushing’s syn- 
drome. A similar case was reported by Fruhling er al. 
(1952). 

Although absolute proof of hypothalamic origin of the 
Cushing manifestations in the present case is lacking, there 
is a good deal of circumstantial evidence. The second phase 
was dominated by transient neurological and ocular abnor- 
malities. Their selection and nature permit a fairly accurate 
localization of the cerebral area involved, the former being 
suggestive of a process in the cerebello-pontine angle, and 
the latter of damage to the optic chiasma. Structural—for 
example, neoplastic—lesions at either site were ruled out in 
view of the transient nature of both processes and on the 
strength of negative encephalographic studies. Rather does 
the disappearance of the clinical manifestations subsequent 
to dehydration therapy favour the assumption of circum- 
scribed cerebral oedema, which, acting on the neighbouring 
tissues in the manner of neoplastic lesions, is accordingly 
termed “ pseudo-tumour ” (Nonne, 1914). On the strength 
of these deductions a diagnosis of circumscribed serous 
meningitis of the cerebello-pontine angle was made, which 
conclusion concurs with the findings in the spinal fluid and 
the anamnestic data. A similar line of thought may be 
applied to the genesis of the Cushing manifestations, since 
they too were relieved by dehydration therapy. 

The alternating occurrence of obesity and emaciation 
during the later stages of our patient's illness is also com- 
patible with a hypothalamic origin. Experimental evidence 
accumulated during past decades has established beyond 
doubt that the hypothalamus is specifically concerned in 
the pathogenesis of both abnormal weight gain and weight 
loss (Aschner, 1912 ; Camus and Roussy, 1913, 1920 ; Bailey 
and Bremer, 1921 ; Smith, 1927; Keller er al., 1936; Heth- 
erington and Ranson, 1939, 1940; Hetherington, 1940; 
Brobeck er al., 1943; Heinbecker er al., 1944). One of us 
(Zondek, 1925, 1926b) reported cases of obesity of presum- 
ably hypothalamic origin, some of which were associated 
with a marked tendency towards water and salt retention 
(water-salt obesity), which also was a dominant feature in 
the present case. 

Alternating obesity and emaciation without tangible dis- 
ease was reported by several clinicians (Zondek, 1926c; 
Nonnenbruch and Feuchtinger, quoted by Weller, 1952), 
and attributed to disturbances of hypothalamic regulation. 
This conforms ‘vith the conception of one of us (Zondek, 
1952, 1953) that disturbances of hypothalamic regulation are 
notably unstable in nature. With regard to the problem at 
hand, this phenomenon is well documented by experimental 


investigations of Anand and Brobeck (1951). In rats and 
cats electrolytic lesions in the ventromedial nuclei result in 
ravenous hunger and subsequent obesity, whilst bilateral 
destructive lesions in the extreme lateral portion of the 
lateral hypothalamus completely inhibit food intake to the 
point of starvation, 

On the strength of these observations it may be postulated 
that normal food intake is regulated by a delicate balance 
between two hypothalamic feeding centres, any disturbance 
of which will lead to either hyperphagia, with consequent 
weight gain, or anorexia, with consequent weight loss. Our 
patient behaved like a Brobeck animal, inasmuch as she 
alternately displayed voracious hunger with extreme weight 
gain, and anorexia with extreme weight loss. In her 
case, however, functional rather than structural damage 
to hypothalamic feeding centres may be postulated, which 
hypothesis readily agrees with the varying effects of cerebral 
oedema. 

The hypothalamic nature of our patient's illness is also 
supported by a great number of other clinical manifesta- 
tions which were as unstable in nature as those mentioned, 
and control of which by hypothalamic function is well 
documented by a wealth of experimental and clinical 
observations. These were disturbances of carbohydrate and 
basal metabolism, of sexual and vasomotor function, of 
sleep rhythm, and of the emotional state. To deal with 
them individually is beyond the scope of this paper. 

The case here recorded, as well as similar observations 
(see above), permits the conclusion that in cases of Cush- 
ing’s syndrome in which there is no evidence of tangible 
disease of the pituitary or the adrenals the possibility of an 
extraglandular—that is, hypothalamic—origin should be 
borne in mind. It appears that prognosis greatly differs 
with cases of glandular and extraglandular origin. Of late 
it has been advocated to treat Cushing’s syndrome by drastic 
resection of the adrenals even if gross pathological abnor- 
malities are lacking. We feel that, especially in the presence 
of a marked tendency towards water and salt retention, a 
more conservative attitude is indicated in cases in which 
primary hypothalamic disorder is suspected. 


Summary 

The case is reported of a 54-year-old woman who, 
when first seen, had a frank Cushing syndrome (typical 
obesity with moon-face, hypertension, red striae, insulin- 
insensitive diabetes, secondary amenorrhoea, and mild 
hirsutism). The basal metabolic rate was +17%. A 
notable feature was a marked tendency towards water 
and salt retention. Dehydration therapy resulted in 
weight loss and complete disappearance of the Cushing 
signs, However, the tendency towards water and salt 
retention remained manifest throughout the whole 
course of observation. After a short period of well- 
being neurological abnormalities suggestive of a cere- 
bello-pontine lesion associated with a pronounced 
bilateral hemianopsia developed. An organic cerebral 
process was excluded by various encephalographic 
investigations. Dehydration therapy resulted in further 
weight loss and almost complete regression of the 
neurological and ocular phenomena. 

About a year later a phase of anorexia associated with 
considerable spontaneous weight loss (about 35 kg.), 
hypotension, fall of the B.M.R. and of gonadotropin 
excretion became manifest which lasted around eight 
months. Again a year later the patient experienced a 
spontaneous change to the other extreme: voracious 
hunger and thirst accompanied by rapid gain in weight 
(39 kg.), moderate rise in blood pressure, rise in gonado- 
tropin excretion, hypermetabolism, and latent diabetes 
mellitus—that is, though obese, she did not display the 
symptomatology of Cushing’s syndrome. The patient 
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also suffered from disturbances of sleep rhythm during 
the later two stages. During the whole course of observa- 
tion she was mentally very unstable without exhibiting 
signs of genuine psychotic alterations 

The majority of the morbid phenomena as well as 
their fluctuability point to hypothalamic involvement, 
and their response to dehydrative therapy to cerebral 
oedema affecting various centres during the different 
stages (pseudo-tumor cerebri) as the underlying cause. 
This hypothesis is also readily compatible with the 
appearance and regression of the neurological and 
ocular manifestations 

On the strength of this and similar observations made 
by us, it is suggested that in cases of Cushing's syndrome 
in which evidence of gross pituitary or adrenocortical 
pathology is lacking a hypothalamic origin of the con- 
dition be taken into account. Such cases may respond 
well to conservative therapy—that is, drastic dietary 
restrictions and dehydrative measures—especially when 
a marked tendency towards water and salt retention is 
present, and may even regress spontaneously. 
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The many dangerous hazards to which office workers all 
unsuspectingly expose themselves are the subject of a pam- 
phiet entitled Danger! Office Staff at Work, recently issued 
by the Royal Society for the Prevention of Accidents (Ter- 
minal House, 52, Grosvenor Gardens, London, S.W.1; 6d. 
a copy, reduced rates for bulk purchases). Danger spots in 
offices include trailing telephone and electric cables, fires 
that have no guard to prevent papers from being blown into 
them, scissors, pins and needles left lying around, carpets 
and boards that trip up visitors even though the usual 
occupant of the office is familiar with them, filing cabinets 
that catch the unwary on the shins, and even, apparently, 
maniacal practical jokers who pull chairs away from under 
people. Office workers with slippery disks or whatever else 
t is that causes lumbago are shown in a neat little diagram 
how to pick up heavy boxes. A useful reminder in con- 
clusion is that everyone should know where the nearest 
first-aid box and fire extinguisher are. 
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In a previous paper (Scott, 1954) dealing with various 
types of renal tumours in childhood, I noted that the 
overwhelming majority were of the embryonic type 
known as Wilms’s tumour (Wilms, 1899). An analysis 
of the reports of the Registrar-General for Scotland for 
the years 1941 to 1949 shows that, of 82,007 deaths in 
children under 12 years of age, renal tumours accounted 
for 0.07% of the total deaths and 17% of the tumour 
deaths. 

The present review of the subject was prompted by 
the high mortality rate found in 61 cases of Wilms’s 
tumour at the Royal Hospital for Sick Children, Glas- 
gow (Scott, 1954). In an effort to obtain a clearer picture 
of the various factors which might influence treatment 
and prognosis, details of 1,141 cases treated at different 
centres and by different methods have been abstracted 
from the literature. These are discussed below, together 
with a more detailed study of my origina! 61 cases plus 
two additional cases that have since been encountered. 


Historical 


Because these tumours seldom produce symptoms 
referable to the renal tract, the diagnosis was for many 
years generally made at necropsy, and, although pyelo- 
graphy now permits earlier diagnosis, the mortality is 
still about 80%. 

Jessop (1877) reported the first successful nephrec- 
tomy for Wilms’s tumour in a boy aged 2 years; the 
child survived the operation but died nine months later 
from a recurrence under the scar. Israel (1894) recorded 
the first five-year “cure.” Keith (1894) stated that “in 
young children it is doubtful whether it is ever right to 
operate ; indeed, such operations must be looked upon 
as a surgical possibility rather than as an operation of 
advantage to the patient.” This somewhat sweeping 
statement is not without justification, as a perusal of 
the literature shows that at the end of the nineteenth 
century nephrectomy in children was attended by a 
prohibitive mortality. 

For several years deep x rays had been employed in 
the treatment of various types of tumour before Fried- 
lander (1916) realized their potential value as the pri- 
mary treatment of renal tumours in children. Foster 
and Mendilaharzu (1925) implanted radium needles direct 
into the tumour, but although this was a popular vogue 
for some years it failed to stand the test of time. 

To-day few surgeons favour treatment by radiation 
alone, although for a time this appeared to hold great 
promise ; even fewer employ surgery alone. Radio- 
therapy by itself may still have a limited place in the 
treatment of advanced cases, occasional dramatic 
“cures” having been reported even in the presence of 
pulmonary metastases (Kerr, 1939 ; Silver, 1947). Radio- 
therapy used in conjunction with surgery is now the 
treatment of choice, but its exact role is still contro- 
versial. 
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Role of Surgery 


If there is to be any hope of permanent cure it is now 
agreed that, in the absence of demonstrable metastases, the 
tumour mass must be excised at some stage in the treatment. 
Towards the end of the nineteenth century the operative 
mortality in these cases was often as high as 50% (Walker, 
1897), but improvements in anaesthetic and surgical tech- 
niques, combined with a better understanding of the pre- 
and post-operative care, have greatly reduced this figure. In 
the Children’s Hospital, Boston, where the large size of a 
tumour is not regarded as a contraindication to operation, 
there have been no operative deaths in the past twenty years 
(Gross, 1953). It is also interesting to note that, although 
Czerny (1881) found a marked reduction in his operative 
mortality when he changed from a transperitoneal to an 
extraperitoneal approach, it is now generally accepted that 
the kidney should be exposed transperitoneally to allow 
early ligation of the renal pedicle, thus preventing the escape 
of malignant cells into the blood stream while the kidney is 
being handled. 

Although providing adequate exposure for most opera- 
tions on the kidney, the usual lumbar incision is totally 
inadequate for the radical excision of a Wilms tumour and 
does not permit early ligation of the pedicle. As most of 
these tumours are very large by the time the patient reaches 
hospital, a transabdominal exposure through a T-shaped or 
wide transverse incision is recommended. For very large 
tumours an even wider exposure may be had by a trans- 
thoracic approach or the dorso-lumbar flap incision of 
Nagamatsu (1950). If any obvious tumour tissue is left 
behind, metal skin clips may be inserted into it to allow 
more accurate direction of subsequent radiotherapy (A. L. 
Dean, 1954, personal communication). 

Small infants are best treated by early nephrectomy with- 
out pre-operative therapy. Deming (1923) successfully 
removed a Wilms tumour from a boy aged 29 days ; Camp- 
bell (1951) reported a seventeen-year survival following 
nephrectomy in a child aged 6 weeks, and one of our own 
patients is alive and well four and a half years after 
nephrectomy performed at the age of 8 wecks. 


Role of Radiotherapy 


Radiotherapy was at one time thought to be preferable 
to surgery in the treatment of these tumours, and Dean 
(1937) even went so far as to state that “probably if all 
operations upon these patients were abandoned and full 
doses of radiation substituted, the survival rate would 
greatly improve.” 

Bothe (1935) showed that, although embryonic connective 
tissue cells were completely destroyed, epithelial elements 
showed very little evidence of change. From these observa- 
tions he deduced that tumours with a preponderance of 
epithelial cells would be largely unaffected by radiotherapy ; 
thus explaining the occasional case that shows no clinical 
evidence of regression following therapy. 

From time to time occasional dramatic results following 
radiotherapy alone have been published, ten-year survivals 
being reported by Sauer (1948) and by Nesbit and Adams 
(1946). It is now used in conjunction with surgery because, 
in spite of the “shrinking” effect which it produces in the 
majority of these tumours, in every tumour which has been 
studied histologically after radiotherapy, viable cancer cells 
have been found, and it is not uncommon for metastases to 
appear four or more years after an apparent “cure” by 
radiotherapy alone (Kerr, 1939; Bixler et al., 1944; Nesbit 
and Adams, 1946). Dean (1954, personal communication) 
quoted a case treated by radiotherapy in which the tumour 
completely disappeared. Fourteen years later, when the 
kidney was removed because of infection, histological exam- 
ination revealed “a considerable amount of viable Wilms’s 
tumour” although the patient had long been regarded as 
cured. 

Most of these tumours are so highly radiosensitive that 
large. bulky, and apparently inoperable tumours can be 
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made to shrink to an “operable” size. In some clinics 


pre-operative radiotherapy is given routinely, and Rusche 
(1951) looks upon it “not as a cure but as a procedure, 
much as iodine is used preparatory to thyroid surgery.” 
Shrinkage of the tumour mass is noticeable within a few 
days of starting radiotherapy, but in our cases the mass has 
always remained palpable. It is now generally agreed that 
as soon aS Maximum regression has taken place the tumour 
should be promptly removed. If no visible or palpable 
reduction is noted after six or eight treatments it is unlike! 
that it will begin at a later date; in these circumstances 
pre-operative therapy should be discontinued and nephrec- 
tomy performed. 

Although there is still disagreement over the therapeutic 
value of pre-operative therapy, most surgeons would agree 
that radiotherapy plays an essential part in the post-opcera- 
tive regime. There is ample evidence in the literature that, 
in children, early post-operative exposure to x rays has 
little or no effect on wound-healing (Gross, 1953), but many 
clinics still wait two or three weeks to allow the wound to 
heal. At the Boston Children’s Hospital, radiotherapy is 
started immediately after operation—before the child has 
recovered from the anaesthetic—and, following the institu- 
tion of this regime, their survival rate has increased to 47.3 

Sixteen of our cases were treated by a combination of 
surgery and radiotherapy ; nine of them developed a recur- 
rence under the scar, and in every case the recurrence proved 
to have developed a high degree of radio-resistance. 


Effects of Radiotherapy 


On Leucocytes—lIn children leucocytes appear to be 
vulnerable to the high dosage of x rays in these cases. Daily 
white-cell counts have shown that the value occasiona!! 
drops alarmingly low ; in some of our cases it led to tempor- 
ary cessation of radiotherapy. 

On Bone Growth.—Experimental work on the effects ot 
radiotherapy on bone growth in animals (Gates and Warren, 
1943; Barr et al., 1943) has shown that 600 r causes some 
retardation of epiphysial growth ; complete inhibition being 
produced by 1,200 r or 
more. Neuhauser ef al. 
(1952) studied 34 children 
who received radio- 
therapy to fields includ- 
ing the spine, and they 
found that a tissue dose 
of less than 1,000 r sel- 
dom produces gross 
permanent deformity of 
the vertebrae. Children 
of 2 years of age can 
tolerate between 1,000 
and 2,000 r, but tissue 
doses in excess of 2,000 r 
produce retardation of 
bone growth irrespective 
of the child's age. 

On the Tumour.—It 
has been possible to study 
the clinical effect in six 
cases, in each of which 
radiotherapy was used as 
the primary treatment. In 


one of the two cases 1.—Bisected 
. , ‘ilms’s tumour of the upper pole, 
treated by radiotherapy which had been treated by pre- 


alone there was a steady 
decrease in the size of 
the tumour mass although it remained palpable; in the 
other there was no apparent change. Four cases had 
pre-operative radiotherapy, and in each case the tumour 
diminished in size. On naked-cye inspection of five of these 
tumours (one at necropsy and four after nephrectomy) the 
tumour was always still quite evident (Fig. 1), but the degree 
of liquefaction and necrosis was very much greater than is 
seen in an untreated Wilms tumour. On histological section 
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the most noticeable changes were a marked increase o! 
necrotic and fibrous tissue, and, although islands of active 
tumour cells could almost always be found (Fig. 2), the 
degree of destruction was sometimes so great that it was 
extremely difficult to detect the presence of any renal 
elements at all 

On Metastases—Although radiotherapy was directed at 
localized metastases in a few of our cases, it was always 
given more as a placebo to the child’s parents than as a 
serious attempt at obliterating the growth, and as a result 
it has not been possible to assess its true value.in this field ; 
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Fic. 2.—-Photomicrograph of a Wilms tumour after a course of 
radiotherapy, showing islets of malignant cells surrounded by 
extensive fibrosis. 


however, Nesbit and Adams (1946) published a ten-year 
“cure” following irradiation of pulmonary metastases, and 
four-year “cures” have been reported by Kerr (1939) and 
others 


Results Obtained by Different Methods of Treatment 


Owing to the fact that the majority of recurrences and 
metastases appear within a year of treatment, a two-year 
survival is now universally accepted as the standard ot 
probable cure. While accepting survival for this statutory 
period as a probable cure, one must remember that 
metastases have appeared as late as five years post-opera- 
tively (Gross and Neuhauser, 1950). In order to compare 
the published results in the literature it has been necessary 
to review the cases on the basis of this “ standard of cure,” 
and, henceforth, reference to the words “cure” or “sur- 
vival” should be taken to mean freedom from recurrence 
or metastases for a period of two years after instituting 
treatment 

In the Glasgow series the mortality in the treated cases was 
85.7 but as this figure is based on a relatively small 
number of cases, the literature has been extensively reviewed, 
and an analysis of 1,141 treated cases is shown in Table I. 
Only those published cases in which the method of treat- 
ment was clearly stated have been considered. 


Taste 1.—Results Obtained by Different Methods of Treatment 
(Published Cases) 


Method of j No. of No. of Survival 
Treatment Used Cases | Survivors Rate 
Radiotherapy alone | 118 13 11-0", 
Nephrectomy 463 7 18-8", 
pre-operative | 
radio herapy 21 25.9%, 
Nephrectomy + post-operative 
radiotherapy } M7? 83 
Nephrectomy + pre- and post- | 
operative radiotherapy 132 | 2 318°, 
Total 1141 2 21-3% 
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In our own cases the most satisfactory method of treat- 
ment proved without doubt to be nephrectomy combined 
with post-operative radiotherapy (Scott, 1954), and in Boston, 
where this form of treatment is employed routinely, Gross 
and Neuhauser (1950) claim the most favourable results ever 
published for a large series of cases. It is their contention 
that, although pre-operative radiotherapy admittedly reduces 
the size of the mass, tumour cells may be liberated into the 
blood stream to form metastases during the time required 
for this treatment to take effect. It is also significant that 
Dean (1954, personal communication}—so long the champion 
of pre-operative therapy and, in the earlier days, of radio- 
therapy alone—now employs early nephrectomy followed by 
immediate post-operative therapy 

In spite of this powerful evidence in favour of nephrec- 
tomy and post-operative therapy, the results depicted in 
Table I suggest that, if a surgeon has had little or no experi- 
ence in dealing with these tumours, a combination of 
nephrectomy with pre- and post-operative irradiation would 
probably give the best results, as the nephrectomy is 
undoubtedly facilitated by the pre-operative shrinkage. 


Prognosis 

In order to appreciate the gradual but steady decrease in 
the overall mortality, 1,581 cases have been abstracted from 
the literature, many of which received no treatment whatso- 
ever, as they were regarded as inoperable; in others the 
form of treatment was not stated. The overall picture is 
shown in Table II, the results having been divided into three 
arbitrary periods tor the sake of comparison. 


Taste tl.—Comparison of Survival Rates in Different Eras 
(Published Cases) 


Period j No. of | No. ot Survival 
of Study | Cases | Survivors Rate 
Before 1935 458 x9 
1935-44 | 74 18-0%% 
1945-54 712 2-2, 
Total | 1,581 | 271 17-1% 


Before 1935.--A period when practically all the operable cases 
were treated by nephrectomy alone. A relatively high percentage 
were admitted in a moribund condition and received no treatment. 

1935-44.—-A period during which radiotherapy was added to 
the surgeon's armamentarium and earlier diagnosis was facilitated 
by pyelography. 

1945-54.—-A period during which improved anaesthetic tech- 
niques led to more varied and wider exposures of the tumour 
and, in addition, there was marked improvement in pre- and 
post-operative care as a result of antibiotics and the more 
frequent use of blood transfusions. 

From Table II it can be seen that only 17.1% of the 
cases survived for t¥o or more years. At the Royal Hospital 
for Sick Children, Glasgow, radiotherapy was not used in 
the treatment of these tumours until 1945, but since its 
introduction the survival rate has increased from 2.6 to 
20%. It is also significant that whereas 50% of the cases 
admitted before 1945 were regarded as inoperable, only 
two cases fell into this category after the introduction of 
radiotherapy : both of these patients died within a few days 
of admission 


Factors Affecting the Prognosis 

Sex of Child.—As these tumours involve the sexes with 
equal frequency, I was impressed by the fact that of the six 
cures in my series (Scott, 1954) five were males, but a review 
of the published cures has failed to substantiate this 
apparent predominance of male survivors. 

Side Involved.—Both kidneys are involved with equal fre- 
quency, and approximately 3°. are bilateral (Scott, 1955), 
but there is no evidence that either kidney is a more favour- 
able site from the viewpoint of survival. 

dee at Onset.—The great majority of Wilms’s tumours 
appear in the first four years of life (Fig. 3). It is con- 
sidered significant that four of the six survivors were under 
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18 months on admission, and on reviewing the published 
cures it has been found that 40% were in that age group. 
Table III shows that in the Glasgow series 17.6% of those 
cases in which the 
tumour appeared in 
the first year of life 
survived, compared 
with only 6.5% of 
the older children ; 
in the larger series 
of published cases 
the survival rate in 
infants under 1 was 
17.4%, compared 
with 9.1% in chil- 
dren over 1. Even 
allowing for a mar- 
gin of statistical 
error, it seems 
justifiable to state 
that the prognosis 
is much better if 
the Wilms tumour appears in the first year of life. This 
is consistent with the findings of Harvey (1950). 

Duration of Symptoms.—Frequently, by the time the 
child’s mother discovers the lump in the abdomen the 
tumour is already too far advanced for any prospect of 
permanent cure, and it is notable that three of the six sur- 
vivors in our series were admitted for treatment within 
forty-eight hours of the appearance of the first symptom. 


2-3 45 8-9 9-10 OH! HHI? 

AGE IN 
Fic. 3.—Age incidence of 1,000 published 
cases, 


TasLe of Age on the Survival Rate 
No. of No. of Survival 
Cases Survivors Rate 
in Years — 
A | B A | B A | B 
Under | | | 17. 6% 17.4% 
Over | ma 844 3 7 1% 


= Cases from the Royal Hospital for Sick = aioe, Glasgow. 
«Published cases whose ages were stat 


Haematuria.—This was present in 25.4% of our cases and 
all these patients died within nine months; perusal of the 
literature shows that, with few exceptions, haematuria has 
nearly always been followed by death within a year. This 
is almost certainly due to the fact that haematuria denotes 
involvement of the renal pelvis, and, as Wilms’s tumours 
remain encapsulated for a considerable length of time, they 
tend to compress and distort the pelvis by sheer bulk and 
do not invade it until the tumour is very advanced. 

Delay in Instituting Treatment.—Gross (1953) stresses the 
danger that “ these abdominal masses are apt to create con- 
siderable interest on the part of physicians, nurses, and 
students, with the result that they are handled unnecessarily 
often,” and it seems probable that delay in starting treat- 
ment may well be an important factor affecting the prognosis. 


Summary and Conclusions 

Wilms’s tumour is the commonest tumour of the renal 
tract in infancy and childhood. It may appear at any 
age, but the great majority of cases arise in the first four 
years of life. 

Three basic methods of treatment have been discussed, 
and, although it has been shown that these tumours are 
generally highly radio-sensitive, a combination of sur- 
gery and radiotherapy produces much better results than 
those obtained by employing either method by itself. 
Whether or not radiotherapy is given before operation, 
a further course should be given post-operatively in 
order to destroy any remaining malignant cells. 

A wide transperitoneal or transthoracic exposure of 
the kidney is recommended to allow early ligation of 


the renal pedicle and to permit a wide dissection of the 
adjacent fatty tissue and lymphatics. It is suggested 
that the ideal form of treatment is prompt nephrectomy 
following minimal pre-operative handling, together with 
intensive radiotherapy to the loin (beginning immedi- 
ately after operation). If the surgeon has had little or 
no previous experience in dealing with these tumours, 
nephrectomy will be greatly facilitated by pre-operative 
radiotherapy. It is unjustifiable to postpone nephrec- 
tomy because of a dramatic improvement following 
radiotherapy, as viable tumour cells will still be pre- 
sent in the growth, and delay only increases the chance 
of their dissemination. 

The destructive effect of x rays on leucocytes has been 
noted, but it is suggested that the effects on wound heal- 
ing are less marked in childhood and should not prevent 
early institution of post-operative therapy. 

Experimental work on the effect of x rays on bone 
growth has been reviewed, and it is seen that, whereas 
tissue doses of less than 1,000 r seldom result in perma- 
nent vertebral damage, 2,000 r or more will generally 
retard bone growth irrespective of the age of the child. 

The effects of radiotherapy on the tumour have been 
studied histologically in five cases, and it was noted that, 
although there is a marked increase in the amount of 
necrosis and degeneration, focal islets of actively malig- 
nant cells can generally be detected. 

it is noted that the overall mortality is in the region 
of 80%, although recent papers on the subject suggest 
that as a result of earlier diagnosis and consequently 
earlier treatment this figure is now being reduced. 

The mortality in males is as high as it is in females, 
but it is noted that if the tumour makes its appearance 
before the child is 1 year old the chances of survival are 
much improved. 

Haematuria, which denotes ulceration or invasion of 
the renal pelvis, has a grave prognostic significance. 

These tumours are very prone to recur within nine 
months of nephrectomy, and recurrences following 
radiotherapy tend to be highly radio-resistant. 


I am indebted to the staff of the Royal Hospital for Sick 
Children, Glasgow, for permitting access to the relevant case 
records. I thank Mr. Matthew White and Dr. A. M. Macdonald 
for all their help and advice. The illustrations are the work of 
Mr. Mason, of the pathology department. 
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Bilateral cortical necrosis of the kidneys is very un- 
common, and is particularly rare in infants. The con- 
dition has been typically described by various authors 
in association with pregnancy. Where the disease was 
not associated with pregnancy the age distribution in 
reported cases covered a very wide range, but only a 
few cases were recorded in children below the age of 
3 months. Since the 9-weeks-old case reported by 
Campbell and Henderson in 1949, only two cases have 
been published (Zuelzer ef al., 1951). Those two cases 
occurred in infants aged 5 days and 12 hours respectively. 
In the three above-mentioned cases some essential 
features were different from those found in the follow- 
ing case, both clinically and in the gross pathological 
appearance. The rapid clinical course, the rarity of the 
condition in this age group, and the gross anatomical 
appearance of the kidneys justify the recording of this 
case. 
Case Record 


A 3-weeks-old male infant was admitted to the Springfield 
City Hospital, Ohio, on January 25, 1954, with respiratory 
difficulty. The mother stated that he refused feedings. 

The infant was born in the Springfield City Hospital on 
December 31, 1953. The mother, a Il-gravida, was delivered 
after the 35th week of gestation. The infant, although weigh- 
ing 5 Ib. 114 oz. (2.6 kg.), was considered premature. The 
delivery was normal! and spontaneous under ether anaes- 
thesia. Physical examination of the mother gave no positive 
findings, and the past history was non-contributory. After 
birth the infant’s breathing was delayed, and when he began 
to breathe it was laboured ; oxygen was administered and 
he was admitted to the hospital nursery. Four days after 
birth frontal and lateral x-ray views of the chest suggested 
evidence of an alveolar atelectasis. Seven days later the 
x-ray examination was repeated and the report revealed full 
expansion of the lungs with slight prominence of the 
bronchovascular pattern in the central lung areas. The baby 
progressed satisfactorily for twelve days and was discharged 
from the nursery in good condition. 

About a week later the infant was readmitted to hospital. 
The mother stated that he refused feedings for several hours 
before readmission, had respiratory difficulties, became pale, 
and had a distended abdomen. 

On examination the baby was dyspnocic, pale, and 
lethargic. The temperature was 103° F. (39.4°C.). The 
mouth, tongue, and throat were healthy. The abdomen 
was not distended. The liver and spleen were palpable. 
Physical examination of the respiratory system was negative. 
Radiological examination of the chest revealed fine diffuse 
granular infiltration which seemed to be associated with the 
bronchovascular markings of both lungs. There was a 
patch of what appeared to be localized infiltration in the 
right base, and the markings were a little heavier in the right 
upper lobe than elsewhere. There was no evidence of any 
lobar consolidation. No abnormality of the cardiovascular 
system was detected, and no lymphatic nodes were palpable. 
Blood examinations showed : red cells, 2,420,000 per c.mm. ; 
Hb, 57% (8.05 g./100 ml.); white cells, 36,500 per c.mm. 
(polymorphonuclears 63%, stab nuclears 5%, eosinophils, 1% 
lymphocytes 31%). Blood Kahn reaction was negative. 
Blood culture showed no growth. 
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The temperature dropped to normal on the day after 
admission. The urine was scanty, was pink in colour at 
first, and then became blood-stained. 

The baby became slightly cyanotic and irritable, and had 
muscular twitchings. Some petechial haemorrhages were 
noticed in the scalp. After only one day in the hospital 
the infant died following a period of respiratory distress. 

For treatment, penicillin and chloramphenicol palmitate 
were given, and a blood transfusion and intravenous fluids 
were also administered. 

Necropsy 

The body was that of a male infant measuring 184 in. 
(47 cm.) in length. There was no oedema, palpable adeno- 
pathy, or cyanosis. The right side of the diaphragm was 
at the level of the sixth interspace and the left side at the 
level of the seventh interspace. The right lung weighed 
33.5 g. and the left 30 g. The lungs on section were grey-red 
in colour and showed many airless collapsed areas, especially 


Fic. 1.—Kidneys showing extensive subcapsular haemorrhages. 
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in the lower lobes ; these areas were firm in consistency. The 
thymus weighed 3 g. and showed many subcapsular petechial 
haemorrhages. The stomach was congested and showed 
many petechial haemorrhages in its mucosal surface. The 
kidneys together weighed 146 g. They were about equal 
in size, were globular in shape, and their capsules stripped 
easily to reveal extensive subcapsular haemorrhages and 
lobulated dark-red cortical surfaces (Fig. 1). On section 
both kidneys showed haemorrhage in their substance, which 
gave them a dark purple-red colour, and they were moder- 
ately soft. The pelves and calices'of both kidneys were 
normal in size and contained some clotted blood. The 
urinary bladder was small and contracted, was lined by 
roughened haemorrhagic mucosa, and had thickened rigid 
walls. 

Histopathology of Organs.—Many sections were taken 
from both kidneys; on microscopical examination these 
showed extensive necrosis of the cortex and marked suffusion 
of all the surrounding tissue with haemorrhage. Extensive 
search was made throughout the tissues for evidence of 
thrombi, but none could be found. There was considerable 
infiltration of the tissues immediately around the necrotic 
areas by polymorphonuclears (Fig. 2). Sections of the 
bladder showed marked thickening of the wall due to 
inflammatory oedema of the tissues, increase of fibrous 
tissue, and a thick layer of fibrinous exudate and haemor- 
rhage replacing the mucosa. The mucosal covering was 
necrotic, and was covered by fibrin infiltrated with 
polymorphonuclears, lymphocytes, and haemorrhages (Fig. 
3). Sections of the lungs showed areas of atelectasis. 


Comments 


The infant was affected by an acute fulminating condition, 
presumably a respiratory infection to which premature 
infants are particularly prone. The clinical course of this 
case was very short and pre-mortem diagnosis of the condi- 
tion was almost impossible, as the condition simulated 
various diseases; the clinical impressions, however, were 
those of bronchopneumonia, meningitis, or septicaemia. The 
detection of oliguria, together with haematuria in the late 
stage of the disease, when the infant was almost dying, was 
the only indication of renal damage. 

The gross anatomical findings presented two unique 
features; the massive subcapsular haemorrhages in both 
kidneys, and marked haemorrhagic cystitis. The complete 
absence of thrombi in serial sections from both kidneys was 
another distinct feature. 

The presence of acute infection was a common feature 
with the other cases reported, but the clinical course in this 
case was too short to produce all the damage caused to 
both kidneys and to the urinary bladder. Unfortunately, 
the case was under observation for only one day, and thus 
many clinical tests could not be completed. 


Discussion 
Renal Lesions 


There are various theories to explain the pathogenesis of 
bilateral cortical necrosis of the kidneys. Most authors 
agree that the underlying cause is a prolonged vasospasm of 
the smaller arteries and arterioles, leading to ischaemia of 
the cortex. Some authors regard thrombosis as the trigger 
mechanism, but, according to Dunn and Montgomery (1941) 
and Duff and Murray (1941), the thrombosis is far less 
extensive than would be required to explain the widespread 
stasis. In the present case extensive search failed to reveal 
any thrombi, although cortical necrosis was very advanced. 
The cortical necrosis produced in rabbits by staphylococcal 
toxins (De Navasquez, 1938) has been attributed to vasodila- 
tation in arteries and arterioles. 

There seems to be no agreement concerning the action on 
renal arteries and arterioles. Some authors have emphasized 
that vasospasm is initiated by bacterial toxins. In support 
of this theory Trueta et al. (1947) described a vascular shunt 
mechanism in the kidneys that diverted the blood from the 
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renal cortex to the medulla. Whatever the mechanism may 
be, there seems to be an initial agreement that some bacterial 
toxin starts the change which usually advances to cortical 
necrosis of both kidneys. The case here recorded was one 
in which intense toxaemia could be present following a pos- 
sible acute respiratory infection. 


Lesions of Other Organs 


(a) Associated Lesions.—These are the lesions that could 
be produced by the same mechanism as that affecting the 
kidneys. The haemorrhagic cystitis described in this case 
was evident both grossly and microscopically. A review of 
all the available literature failed to reveal any mention of a 
similar associated condition in the previously recorded cases. 
The petechial haemorrhages in the scalp, the thymus, and 
the adrenal glands are the usual findings associated with 
cases of toxaemia in children. Herzog (1913) described 
haemorrhagic and necrotizing lesions in the alimentary tract 
as associated features. The necropsy findings in the present 
case revealed intense congestion of the stomach mucosa, with 
areas of haemorrhage but no evidence of necrosis. 

(b) Predisposing Conditions—In the present case it is 
important to mention delayed respiration and persistence of 
atelectasis as predisposing to respiratory infection. The 
post-mortem examination revealed no other concomitant 
disease or malformations. 


Summary 


A case of bilateral cortical necrosis and subcapsular 
haemorrhages of the kidneys associated with severe 
haemorrhagic cystitis in a 3-weeks-old infant is described 
and reviewed. The extent of the subcapsular haemor- 
rhages of the kidneys and the haemorrhagic cystitis were 
two outstanding features not mentioned in any of 
the previously recorded cases. The histopathological 
examination of sections from both kidneys showed no 
evidence of thrombi in cortical vessels. 


I am indebted to Professor E. Von Haam, professor of 
pathology, Ohio State ——— for reviewing the microscopical 
slides. I am thankful to Dr. P. Hunter, former head of the 
pathology department of the Cy Hospital, Springfield, Ohio, for 
permission to publish this case, and to Mr. Jack Vetter and 
Mr. Alvin Lee for preparation of the photomicrographs. 
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The new administrative headquarters in Waterloo Road, 
S.E.1, of the London Ambulance Service was opened on 
January 20. Formerly a fire station, the new premises, 
comprising four floors and a large garage space, have been 
entirely remodelled, so that not only is the L.C.C.’s ambu- 
lance service accommodation greatly improved, including a 
completely redesigned control room, but for the first time 
it has been found possible to house under one roof both 
the headquarters ambulance station and the administrative 
headquarters of the whole service. The London Ambulance 
Service is divided into an accident section, which deals with 
emergency calls, and a general section which provides 
vehicles for the conveyance of patients to and from hospital 
where less urgency is required. The accident section 
answers 250-300 emergency calls daily and the general 
section removes more than 3,500 patients a day. The 
average time an ambulance takes to reach a street accident 
is seven minutes. A central system of contro! enables the 
resources of the entire service to be used to the best advant- 
age by diversion of work from one station to another 
according to the fluctuating pressure. 
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THE EPILEPTIC DRIVER* 


BY 


RAYMOND HIERONS, M.B., B.Sc., M.R.C.P. 
Senior Registrar, Neurological Department, King's College 
Hospital ; late Resident Medical Officer, National Hospital, 

Queen Square, London 


Many neurologists hold the view that epilepsy is the 
cause of driving accidents only on incredibly rare 
occasions. Some whose opinion I have sought were 
unable to recall ever having seen a single case in which 
this had occurred. The same opinion is also held by 
several London coroners with a very large experience 
of fatal road accidents, and the Royal Society for the 
Prevention of Accidents also has no knowledge of any 
such cases. It is therefore with diffidence that I describe 
some examples which suggest that this impression is 
incorrect, 

My interest in the problem was aroused a few years 
ago by a patient in the National Hospital under the care 
of Dr. Denis Brinton. After a prolonged post-traumatic 
confusional state due to a car accident, she developed 
a moderately severe dementia. Her husband (the driver) 
was intensely depressed and constantly reproached him- 
self, but it was only some months after the wife’s admis- 
sion to hospital and after many interviews with him 
that he gave a history of having had several attacks of 
unconsciousness over the previous five years. His doctor 
had advised him not to drive. There was no other satis- 
factory explanation of the accident. 

Since that time I have been on the look-out for similar 
cases of seizure among drivers, resulting in accidents. 
Some of my examples were found in routine history- 
taking from epileptic patients. A number have come 
to light by asking epileptic drivers whether an attack 
had ever occurred whilst driving. 


Engine-drivers 


The most alarming cases that I have encountered have 
been in engine-drivers. The first of these drivers had fol- 
lowed his occupation for almost thirty years. About ten 
years before I saw him he had on one isolated occasion lost 
his senses and fallen to the ground, For several years he 
had been liable to occasional attacks of a few seconds’ 
duration, characterized by a feeling of unsteadiness with- 
out being aware of any impairment of consciousness, In 
one of these attacks, whilst in charge of his engine, he 
suddenly found his mate applying the brake—just too late, 
unfortunately, to prevent their running into a stationary 
engine. A few weeks later he had another attack. This 
time he remembered passing a first warning signal, then 
nothing more until he found himself (with the train travel- 
ling at speed) about to pass a second stop signal. Luckily 
he was able to apply the brakes and keep his own counsel. 

The second of these cases was that of the driver of an 
underground train. Three years previous to this episode he 
had a single generalized convulsion in his sleep. Then, 
while driving and without warning, he lost his senses and 
fell to the floor of the cabin. His hand slipped from the 
safety handle and the train stopped. When found he was 
lying on the cabin floor with a lacerated scalp and a bitten 
tongue. On his way to hospital he was confused and 
difficult to control. He must have managed to conceal 
many of these details when seen a few days later by the 
medical officer, as he was considered fit to drive. 


~ *Based on a ‘paper read ‘in a discussion on * Epilepsy and the 
Motorist ” at the Annual meeting of the British Branch of the 
International League against Epilepsy in April, 1955. 
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The last of my epileptic engine-drivers had his second 
focal attack while driving, but was able to apply the brakes 
before losing consciousness. Investigation revealed a 
frontal meningioma, which was successfully removed. 


Motor-car Drivers 


Several of my cases have been drivers of heavy lorries. 
One of these had had attacks of momentary loss of con- 
sciousness and occasional generalized convulsions for ten 
years. He was then certified, and spent ten months in a 
mental hospital on account of a delusional psychosis asso- 
ciated with»frequent epileptic attacks. On discharge he 
returned to work and had an attack several months later 
while driving, during which he ran into a stationary bus. 
On recovering, he found, standing beside him, a policeman, 
who, it seems, attributed his mental state to concussion. 
The patient's wife, on hearing of the accident, informed his 
employer of his attacks and as a result his licence was 
withdrawn. 

Dr. Josefine Webb (1955) investigated the National Ser- 
vice Board’s medical records of 1,200 professional drivers 
of commercial vehicles. It was found that five of these 
drivers had been rejected from military service on account 
of epilepsy. Another finding was that 49 had defective 
vision and 34 had defects of muscular power and control. 
Dr. Webb also pointed out that, of the 5,000 or more fatal 
accidents to pedestrians and cyclists occurring each year, in 
well over 50% of cases professional drivers were involved. 

Kerr (1953) conducted a similar investigation in Edin- 
burgh. He personally examined 2,000 applicants who had 
already passed a lay selection test for employment as bus- 
drivers. He rejected seven on account of epilepsy, which 
they had not previously disclosed, Evidence like this 
indicates the desirability of careful medical interrogation 
and of special driving tests for professional drivers. 

No one could claim that such control would be infallible, 
as the following case shows. A young man had just 
retired from professional boxing and invested his winnings 
in a garage. When I first saw him he complained of head- 
aches, depression, attacks of vertigo, and anxiety lest he 
was developing “ punch drunkenness.” His intelligence was 
higher than that of many professional boxers even though 
he had been knocked out about 40 times. The attacks of 
vertigo I ‘regarded as being of labyrinthine origin, which 
seemed to be supported by the presence of deafness on one 
side. Six months later he attended again, on account of an 
attack while driving, in which he lost his senses. On 
regaining them he found himself on the wrong side of the 
road confronted by an angry motorist, whom, it seems, he 
had narrowly missed. Other less dramatic attacks had 
occurred while he was driving, and, on reviewing his 
history, IT came to the conclusion that the attacks were 
probably epileptic. The E.E.G. findings supported this. 

The next case is somewhat unusual in character and 
almost caused diagnostic confusion. A young man of 25 
was admitted to hospital following a road accident, conscious 
but confused. A few hours later he became unrousable, 
was found to have a right hemiparesis and later dysphasia. 
Over the next week these signs gradually decreased without 
active treatment. Eleven days after the accident he 
developed focal motor attacks in the right face, which 
continued for several days and were followed by a recur- 
rence of the dysphasia and right hemiparesis. Surgical 
exploration of the left fronto-temporal region was carried 
out with negative results. During convalescence, when the 
speech disturbance and paresis had virtually disappeared, 
he again became confused, and the following morning he 
was found to have a left hemiparesis. At this point it was 
thought that a complete review of the history was called for, 
and this disclosed that from childhood to the age of 19 or 
20 years the patient had had occasional attacks. These took 
the form of sudden numbness and weakness of the left arm 
and leg, occasionally associated with loss of consciousness. 
It now appeared that the accident occurred while he was 
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riding his motor-cycle. For no apparent reason he had 
suddenly fallen off a few yards from a bus, although no 
collision had occurred or been imminent. It seems prob- 
able, therefore, that a seizure was responsible for this 
accident. 

Some magistrates have a strange approach to this prob- 
lem, as the following case illustrates. A patient had experi- 
enced momentary attacks of loss of consciousness for about 
four years. Soon after they began he overturned his car. 
Whether this was due to an attack it was not possible to 
say. Some weeks after his first attendance at hospital he 
had an attack while driving, witnessed by his wife, in which 
he drove into a bus. When prosecuted for dangerous driv- 
ing he frankly admitted that an attack had been responsible. 
He was fined £5, but was allowed to keep his licence and 
therefore to continue driving. 

I have been able to collect and observe personally 28 
cases, all of which resulted in accidents, although most were 
minor ones. In other instances patients have had sufficient 
warning before an attack to enable them to bring their 
vehicle safely to a standstill. 

A rich source of information is found in newspaper 
accounts of this type of case. The following is a report of 
inquest proceedings. A man, his wife, and two children 
were killed when their car was in collision with a coach. 
The wife was driving at the time of the accident, and, in 
the words of the driver of the coach, “the car seemed to 
shoot across a wide section of the road and straight into my 
vehicle.” On looking into the wife’s medical history it was 
discovered that during the previous ten years two blackouts 
had occurred following an operation either on the brain or 
on the ear (this was uncertain from the evidence available). 
The lawyer representing the family succeeded in convincing 
the jury that the attacks were not epileptic, and a verdict 
of accidental death was recorded. The family doctor, how- 
ever, seems to have been of the opinion that the attacks 
were epileptic. Once again, was epilepsy responsible for the 
accident? This series of newspaper cases amounts to a 
total of 17. 

Others Liable to Driving Accidents 


I have attempted, in a very rough sort of way, to compare 
these epileptic cases with other accidents resulting from 
sudden loss of control. Sir Charles Symonds (1948) has 
expressed the opinion that coronary thrombosis is occasion- 
ally a cause of motor accidents. In a search through the 
files of a newspaper I discovered 40 cases of fatal coronary 
thrombosis occurring to the driver. In 12 of these, serious, 
even fatal, accidents to others resulted. Several were young 
men with no previous symptoms. Another cause of such 
accidents is hypoglycaemia in diabetics receiving insulin. 
In an article published in the Lancet (1949), a diabetic 
described having occasionally found himself driving un- 
steadily. More than once his passenger had had to bring 
him home. On one occasion it was his nephew, aged 9 or 
10. who sat beside him handling the wheel. 

Few would advocate the refusal of driving licences to 
persons with coronary disease or diabetes. I would suggest, 
from my material, that these drivers are almost as fre- 
quently responsible for accidents as epileptics. 

Alcoholism is, of course, a far greater factor, and, as 
Lennox (1947) has emphasized, this is a hundred times 
more often responsible for automobile accidents than 
epilepsy, yet alcOholics are not required to disclose their 
illness when applying for a licence. 

I may present here a sample case to show the other side 
of the picture. A taxi-driver has attended as an out-patient 
regularly since 1906, His attacks have been well controlled 
and infrequent and he has managed to conceal from his 
general practitioner the fact that he attends hospital. The 
various medical examination forms required by the Metro- 
politan Police are therefore completed to the patient's satis- 
faction and he is able to continue with his occupation. 
There is no evidence that he has ever had an attack or 
accident while driving. 
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Conclusion 

It will be generally agreed that those liable to attacks 
should never have charge of a vehicle. Epileptics who con- 
tinue driving should be warned of the very serious risks 
they are taking, and should also realize that they are break- 
ing the law. Even patients who claim that their auras are 
long enough to allow them to stop in good time should also 
be strongly advised to give up driving. We know that 
such warnings cannot be relied upon to occur on every 
occasion, 

Secondly, there is the case of a bus- or train-driver who 
has had even a single epileptic attack. I feel that he should 
discontinue driving these types of vehicle, just as those 
under treatment with insulin or suffering from coronary 
disease are not supposed to drive public transport vehicles. 

Finally, there is the controversial question of whether 
those completely free from attacks for a number of years 
should be permitted to obtain a driving licence—of course 
only in the category of private motorists. In selected cases, 
after five years of freedom--for example, three years on 
medication followed by two without—I believe the risks 
would probably be extremely small, It is also obvious! 
necessary to offer the epileptic some hope that he may be 
able to drive again when his attacks have been controlled, 
as otherwise he will fail to disclose his disability. 

I do not believe that the doctor should give information 
to the motor-licensing authorities of patients suffering from 
epilepsy, as is the case in Norway, California, and New 
Jersey, where epilepsy is a reportable disease. The 
authorities in these countries appear to complain that 
physicians do not always comply with their obligations in 
reporting the condition, or, alternatively, are often reluctant 
to make a diagnosis of epilepsy. In addition, in those 
countries a driving licence can be obtained after three to 
five. vears of freedom from attacks. 


Summary 

A description is given of epileptics who have attacks 
while driving, which result in accidents. It is suggested 
that doctors should warn their patients of the grave risks 
involved in continuing to drive. 

Evidence is presented to suggest that diabetics receiv- 
ing insulin and those with coronary disease are as liable 
to driving accidents as the epileptic. It is pleaded that 
epileptics in whom attacks have been completely con- 
trolled should be allowed a driving licence only in the 
category of private motorists. They should certainly be 
debarred from employment as professional drivers. 


My thanks are due to the physicians of the National Hospital, 
Queen Square, and to King’s College Hospital for permission to 
describe these case histories; and to Dr. Macdonald Critchley for 
his encouragement and help in the preparation of this report. 
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“The difference between the slum and the home,” said 
Professor G. MACDONALD at a meeting of the Ross Institute 
industrial advisory committee on November 17, 1955, “ lies 
in the fact that four walls and a roof, however large, and 
however much partitioned, do not constitute a home unless 
they provide a unit within which it is possible to live a 
natural and respectable happy life. A comparison of the 
good and the bad shows that this turns very much on 
questions of privacy, freedom from inescapable dirt and 
dilapidation, light, and thought in design to give a reasonable 
degree of comfort and ease in working.” 
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ANTI-M AGGLUTININ IN A HUMAN 
SERUM 
BY 


A. F. OLLERENSHAW, M.R.C.S., L.R.C.P. 
Assistant Pathologist, Group Laboratory, Royal 
Infirmary, Preston 


The occurrence of anti-M agglutinin in human serum 
was until comparatively recently considered to be an 
event of great rarity. The antibody was found in its 
naturally occurring form, active at low temperatures 
only, by Moureau and Lambert (1939) in the serum of 
a blood donor during routine testing. Examination of 
antenatal sera yielded further examples, described by 
Paterson ef al. (1942) and by McFarlane (1945); and 
Unger e7 al. (1946) detected a case during the cross- 
matching of blood prior to transfusion. Since the end 
of the second world war the enormous increase in the 
use of blood transfusion has resulted in many more cases 
having been found (Race and Sanger, 1954). 

The following case is of interest because the antibody, 
which was detected during routine pretransfusion cross- 
matching, was at first thought to be anti-D, and the 
patient narrowly escaped a possible haemolytic reaction. 


Case Report 

The patient, a married woman aged 61, was admitted to 
hospital at night as an emergency, with a bleeding duodenal 
ulcer. The pathologist on duty was asked to cross-match 
a bottle of blood urgently. The information provided on 
the laboratory request form was that the patient had had 
one previous pregnancy and no transfusions. Her blood 
group was found to be A Rh(D)-negative. Since no .Rh- 
negative blood was immediately available it was decided, in 
view of the obstetric history and the patient's condition, to 
cross-match Rh-positive blood without further delay. The 
cross-matching was carried out in albumin at 37° C. and in 
saline at room temperature. After one hour's incubation it 
was found that the blood was incompatible, agglutination 
having occurred in both tubes, but more strongly in saline. 
The donor's cells were confirmed as being of group A, and 
the provisional assumption was made that the antibody was 
probably anti-D, and that the obstetric and transfusion 
history given on the request form was incorrect owing to the 
difficulties attendant upon the questioning of a seriously ill 
patient. Accordingly a bottle of Rh-negative blood was 
obtained, and as some considerable time had now elapsed 
this blood was cross-matched rapidly, in albumin at 37° C., 
and appeared to be compatible after 10 minutes’ incubation 
followed by centrifugation. This blood, however, was not 
transfused, as the patient's condition improved following 
surgery. 

On the following day it was decided to confirm the 
presence of anti-D in the serum by the indirect Coombs 
test, but no antibody could be demonstrated. The serum 
was then tested against a small panel of cells of group A 
or O, and of varying Rh group, and was found to aggluti- 
nate some of the cell samples but not others, irrespective 
of their Rh group, in saline at room temperature. As there 
was a suspicion that the antibody might be anti-M, the cells 
of the panel were grouped accordingly, and the agglutinated 
cells were all found to possess the M antigen, and the 
remainder to lack it. The patient's cells were at the same 
time found to be of group N. The serum was then tested 
against a total of 83 cell samples, and agglutinated only those 
cells possessing the M antigen, which comprised 60 of the 
83. Perhaps needless caution was exercised in testing so 
large a panel, for subsequently the odds against these results 
being due to some antibody other than anti-M were calcu- 
lated and found to be 2,058 x 10"* to 1. 

The tests were carried out by incubating equal volumes 
of serum and 5%, cell suspensions at 4° C. for 30 minutes, 
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followed by centrifugation and resuspension of the cells by 
tapping the tubes. Marked agglutination visible with the 
naked eye occurred with the M cells. Of the cell samples 
belonging to group M, 30 were also tested with the serum 
in albumin and in saline at 37° C. Agglutination after 30 
minutes’ incubation was moderate in albumin and weak in 
saline. At 4° C. the serum agglutinated homozygous M 
cells to a dilution of 1/64. Absorption of the serum with 
M cells at 4° C. led to a complete disappearance of activity 
at either 4° C. or 37° C., indicating that a single antibody 
with a wide temperature range was present rather than two 
distinct antibodies, a naturally occurring and an immune 
type. 

As soon as the identity Of the antibody was reasonably 
certain the bottle of “ compatible * biood was examined and 
found to be of group M, and it was confirmed that, whereas 
the cells of this bottle were agglutinated in albumin at 
37° C. by the patient’s serum after 30 minutes’ incubation, 
10 minutes was inadequate. In saline at 4° C., however, 
agglutination occurred within 10 minutes. 

On being interviewed the patient confirmed that she had 
not previously received a blood transfusion, and that she 
had had only one child. This child was born when the 
patient was 36 years of age, and had been healthy up to the 
age of 3 years, when it had died of meningitis. The hus- 
band’s blood group was found to be A Rh(D)-positive M. 


Discussion 


It is still widely believed that antibodies of the specific 
cold agglutinin type—for example, anti-M. anti-P, anti-Le*® 
~are not dangerous to recipients of blood transfusions, 
particularly when the blood is warmed to 37° C. before 
administration. Recent work has tended to cast doubt upon 
this belief. Mollison and Cutbush (1955), investigating the 
survival of transfused red cells which had been labelled with 
radioactive isotopes, found an example of anti-P which was 
strongly active at room temperature and only weakly active 
at 37° C. The patient in whose serum the antibody was 
detected was injected with labelled P-positive cells, and 50% 
of the injected cells disappeared from the circulation within 
the first 10 minutes; furthermore, the rate of elimination 
was found to be the same whether the cells were given cold 
or warmed to 39° C. Clearly an antibody demonstrating 
such in vivo behaviour would be potentially dangerous in a 
patient receiving a massive transfusion of cells containing 
the reciprocal antigen. The fact that in the present case the 
antibody showed some degree of activity at 37° C. is signifi- 
cant. There is no doubt that the specific cold agglutinins 
can extend their thermal amplitude and titre as a result of 
antigenic stimuli. 

Broman (1944) reported the appearance of a form of 
immune anti-M active at 37° C. in a patient with aplastic 
anaemia who had received eight blood transfusions, and 
Wiener (1950) unintentionally produced immune anti-M 
agglutinin and haemolysin in a young woman whose serum 
already contained anti-D, to whom he had given several 
injections of Rh-positive blood over a period of three years. 
in order to maintain a high titre so that her serum might be 
used for Rh-grouping purposes. Tovey (1955) mentions four 
cases within his own experience where similar changes in 
the nature of antibodies of the type under discussion have 
occurred following transfusion or pregnancy. or both. 

In our own case it is possible that the patient’s one 
pregnancy had resulted in her naturally occurring anti-M 
becoming weakly active at 37° C. Had she been transfused 
with the bottle of blood intended for her she would prob- 
ably have had some degree of haemolytic reaction, possibly 
severe. This risk would have been otviated had the cross- 
matching been carried out at a low temperature as well as 
at 37° C. Cross-matching at 4° C., in addition to detecting 
specific cold agglutinins potentially capable of causing 
haemolytic reactions, will also detect those too weak to 
cause a reaction, but capable of becoming potentially 
dangerous upon receiving the appropriate antigenic stimuli. 
The use of blood transfusion in hospital practice is still on 
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the increase, and when it is remembered that the sera of 
some 16% of the population contain anti-P it will be realized 
that it is a matter of great importance that those whose 
serum contains antibody of this type should not be trans- 
tused with blood that will lead to their developing potentially 
dangerous immune antibody. 


Summary 

A case of naturally occurring anti-M agglutinin in the 
serum of an Rh-negative woman is described. 

The antibody was erroneously assumed to be anti-D, 
and a bottle of group M Rh-negative blood, cross- 
matched by a rapid technique at 37° C., was supposed 
to be compatible. The blood was not transfused. 

The potentially dangerous nature of antibodies of this 
type and their relationship to cross-matching techniques 
are discussed. 

I am indebted to Dr. A. A. Miller for permission to publish, 
and to Mr. J. Catterall, who carried out a substantial part of the 
routine work and was responsible in the first instance for the 
provisional identification of the antibody. 
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NON-BANCROFTIAN ELEPHANTIASIS 
IN TANGANYIKA 


BY 
P. JORDAN, M.B., D.T.M.&H. 
M. HOPE TRANT, M.B.E., M.D. 
AND 


W. LAURIE, D.S.O., M.D. 
(From the East African Medical Survey and Filariasis 
Research Unit, Mwanza, Tanganyika) 


A filarial survey of Tanganyika has recently been com- 
pleted. During this work night blood samples were taken 
from several thousand Africans in order to determine 
the distribution of Wuchereria bancrofti infection. In 
addition to taking blood slides the incidence of elephan- 
tiasis was noted in the different areas visited, and, gener- 
ally speaking, more cases of elephantiasis were seen in 
those areas where bancroftian microfilaraemia was com- 
mon than in those areas in which it was rare. 

In one locality, however, in which night blood slides 
were all negative for microfilariae of W. bancrofti, 
elephantiasis indistinguishable from bancroftian elephan- 
tiasis appeared to be not uncommon. 

The area involved lies south-west of Lake Victoria, 
and is between 4,000 and 6,000 ft. (1,220 and 1,830 
metres) above sea-level. In this area night blood sam- 
ples were obtained from 475 adults in four villages in 
Bukoba, Biharamulo, Ngara, and Kibondo Districts. All 
were found to be negative for microfilariae of W. 
bancrofti, though 12 of the 475 persons had elephan- 
tiasis of one or other legs. From other villages in 
Tanganyika which were found to be free of bancroftian 
infection—or in which the incidence of microfilaraemia 
was less than 5% —6,866 night blood specimens were 
obtained and only eight cases of elephantiasis were seen. 
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The higher incidence of elephantiasis in the four dis- 
tricts mentioned above suggests that the disease in this 
part of Tanganyika is caused by something other than 
W. bancrofti. 

One of us (M.H.T.) revisited the area and found 
62 further cases of elephantiasis. This figure excludes 
any person who had travelled to a known bancroftian 
area and cases for which any obvious cause for elephan- 
tiasis could be found—that is, leprosy, tropical ulcer, 
and oedema due to other conditions. A total of 74 
persons were thus seen in this area. Onchocerciasis does 
not occur in the area. 


Clinical Manifestations 

During the filarial surveys throughout the territory, 259 
cases of elephantiasis were seen in areas in which bancroftian 
infection was endemic, and in Table I certain clinical mani- 
festations observed in this series have been compared with 
those in the non-bancroftian series. The age incidence 
of the two series is shown in Table II, and it will be seen 
that the disease occurs at a slightly earlier age in the non- 
bancroftian series. 


TaBLe I.—Clinical Manifestations of Bancroftian and Non- 
Bancroftian Elephantiasis 


Inguinal Hydrocele 
Present 


No. in Unilateral 

| Series Disease Adenitis 
Bancroftian as 259 55% 60" 40% of 147 
Non-bancroftian | 74 | 20° | 392 35 
TaBLe Il.—Age Distribution of Bancroftian and Non-Bancroftian 


lephantiasis 


| 
20 and | 
| 20 and | 21-30 | 31-40 us | 51-60 


Bancroftian  ..| 6% | 12% | 26% | 285% | 199% | 8% 
Non-bancroftian | 69% 29-8% 25-8% E | 108% 


61 and 
Over 


Histories obtained from persons with non-bancroftian 
elephantiasis suggest that the condition usually started with 
pains in the groins and frequently fever, but the pain does 
not appear to have the centrifugal distribution sometimes 
seen in cases of filarial elephantiasis. In the established 
case recurrent attacks of pain in the groin were reported. 


Discussion 

The high incidence of bilateral disease and the low inci- 
dence of inguinal adenitis in the non-bancroftian series 
suggest that if lymphatic blockage is responsible for the 
elephantiasis it may be higher in the lymphatic system than 
in the inguinal glands. This would place the possible 
obstruction in the iliac glands or in the para-aortic nodes. 
It is unlikely that obstruction occurs at the latter site, since 
numerous anastomosing lymphatic vessels connect up these 
glands ; and obstruction, sufficient to cause lymph stasis 
in the legs, would probably lead to other evidence of block- 
age—namely, elephantiasis of the scrotum and lymphocele, 
and this was present in only 2 out of 35 males. 

Although Acanthocheilonema perstans is not generally 
accorded a pathogenic role, it is worthy of note that infec- 
tion with it is very common in the area in which this series 
of cases was seen (145 of the 475 bloods had microfilariae 
of A. perstans). The adult worm lives in the peritoneal 
cavity of the host, and it is not unreasonable to postulate 
that on occasion the adult—or embryos—may inadvertently 
enter abdominal lymph nodes, and, being in an abnormal 
site, initiate tissue changes leading to lymph blockage. Enzer 
(1928) found microfilariae of A. perstans in gland punc- 
tures in persons with enlarged femoral glands, and Sharp 
(1928) was unable to satisfy himself that the worm was not 
responsible for cases of elephantiasis. 

Other reports of non-bancroftian elephantiasis elsewhere 
in East Africa describe the condition in the Kampala area 
of Uganda (Loewenthal, 1934). No cause could be found 
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for these cases. The endemic focus of A. perstans infec- 
tion noted above extends round the north of Lake Victoria 
and includes the Kampala area (Hawking, 1940). The cases 
described by Loewenthal had a verrucose condition of the 
feet, and Clark (1948) reported a series of elephantiasis cases 
with this verrucose condition from the area round the 
Aberdare Mountains in Kenya. There are no reports of 
A. perstans or W. bancrofti occurring in this area. 

The velvety appearance of the skin was seen in many 
cases of elephantiasis of filarial and non-filarial origin. It 
is not regarded as 4 clinical entity (Strong, 1944), but appears 
to complicate elephantiasis of varied aetiologies. Jelliffe 
(1951) reported the condition in elephantiasis of tertiary 
yaws. 

No detailed pathological investigations were possible in 
any of the cases, and no post-mortem material has become 
available for study. Until such studies can be made the 
true nature of the causative agent must remain a matter 
for conjecture. 

Summary 

A series of elephantiasis cases seen in an area free of 
bancroftian filariasis to the south-west of Lake Victoria 
is compared with a series of cases of elephantiasis of 
bancroftian origin. The possibility of these cases being 
due to A. perstans infection is discussed, and other 
reports of non-bancroftian elephantiasis in East Africa 
are noted. 

Acknowledgments are made to the Administrator, East African 
High Commission, for permission to publish this paper. 
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PROLONGED ACTIVITY AND MOVEMENT 
AFTER A PENETRATING STAB WOUND 


OF THE HEART 
BY 
J. DAVIDSON, M.B., Ch.B., F.R.C.P.Ed. 
AND 


F. S. FIDDES, M.D. 
(From the Department of Forensic Medicine, Edinburgh 
University) 


The traditional belief dies hard that penetrating wounds 
of the heart are necessarily fatal, either immediately or 
within a very short period of time. This does apply, of 
course, to many heart wounds, but surprising instances 
of prolonged survival and even recovery are by no 
means uncommon. Even when the victim is already 
dead when found, experience teaches the need for 
caution before it is accepted that death was necessarily 
rapid or that the individual must have been immediately 
rendered incapable of voluntary, purposeful activity. 

The question is of practical importance from a 
medico-legal point of view, for if a person has remained 
capable of movement after heart (or other) injuries, that 
becomes a very essential factor in the proper recon- 
struction of events. It can explain an otherwise un- 
accountable or misleading discrepancy between the 
proved locus of an assault and the situation of the body 
when found. It may dispel or confirm suspicions of 
homicide, or provide grounds for a legal distinction 
between murder and manslaughter. 
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Case records illustrating these points will be found in 
various textbooks of forensic medicine, and they show 
clearly that a considerable range of activity is possible 
after penetrating wounds of the heart that are severe 
and ultimately fatal. Smith and Cook (1948) instance a 
man stabbed in the right ventricle who ran 18 yards 
(16 metres) before collapsing, and died six hours later ; 
Glaister (1950) records the case of a young man, with a 
stab wound penetrating the left ventricle, who pursued 
his assailant for some 40-50 yards (37-46 metres) before 
collapsing and dying ; Gonzales et al. (1954) quote the 
case of a man who, after being stabbed in the heart in 
the street, crossed the roadway and climbed two flights 
of stairs to his apartment, where he collapsed and died. 

Along with such examples, the following case is 
worthy of inclusion because of the unusual extent of the 
victim’s movements after receiving a severe stab wound 
of the heart. 


Case Report 

The stabbing occurred in the course of a fight between 
two youths outside a dance-hall. The weapon used was a 
small sheath-knife, having a single-edged blade only 24 in. 
(6.3 cm.) long, with a maximum width of 7/16 in. (1.1 cm.), 
and a sharp dagger-like point. 

The fatal wound penetrated the chest immediately to the 
left of the xiphisternal junction. The wound in the skin 
was +} in. (1.3 cm.) in length, gaping slightly, and consistent 
in appearance with the passage of a single-edged stabbing 
weapon. The underlying wound in the chest wall, which 
cut through the seventh costal cartilage and adjoining 
muscle, measured % in. (2.2 cm.) in length, and passed in- 
wards, upwards, and medially. 

Inside the chest, the wound penetrated direct into the 
pericardial sac and into the anterior wall of the heart. 
The stab entered the upper part of the right ventricle in 
front, and penetrated through the ventricular wall and 
through the anterior cusp of the tricuspid valve. The point 
of the knife had then passed through the valve orifice and 
pricked the wall of the right atrium without penetrating 
through it. The cut in the pericardium was 1 in. (2.5 cm.) 
long; in the ventricular wall and in the valve cusp it 
measured $ in. (1.3 cm.). The total depth of penetration was 
24-3 in. (6.3-7.6 cm.), and the complete severance of the 
rib cartilage indicated the use of considerable force. The 
pericardial sac was full of blood, fluid and loosely clotted. 
No blood was present in either pleural cavity. 

The time of the stabbing could be fixed with comparative 
certainty at about 12.20 a.m. A few minutes later the 
victim was seen lying on the ground at the locus and heard 
moaning by two women passers-by, who took no action, 
as they thought the man was drunk. Thereafter he got 
to his feet and actually exchanged a few remarks with a 
youth who had emerged from the dance-hall, and who, 
though he may not have known it, was a companion of his 
assailant. He then made his way unaided into and along a 
main street, where his progress was observed by three per- 
sons separately. One remarked that he was holding his 
stomach and walking in a bent attitude: another saw him 
leaning against a doorway for a time ; while the third spoke 
of his unsteady and tired gait. All three assumed that the 
unfortunate man was drunk. ® 

From the route taken and from a remark which he made 
to the youth mentioned above, it would appear that his 
intention was to make for the police station, situated 500 
yards (460 metres) from the scene of the assault. It may 
be that he became mentally confused or simply that he was 
uncertain of its exact location, but, at all events, he went 
past the gate leading to the police station, and was found 
collapsed and unconscious on the pavement 100 yards (91 
metres) further on at 12.45 a.m. He had therefore travelled 
unaided for a total distance of 600 yards (550 metres) in 
about 20 minutes. 
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He was carried on a stretcher to the police station, where 
he recovered consciousness sufficiently to give his name and 
address, and to say that he had been in a fight. He lost 
consciousness again in the ambulance conveying him to 
hospital, where he died, soon after admission and before 
any treatment could be contemplated, at 1.50 a.m.—that is, 
one and a half hours after receiving the fatal stab wound 
of the heart. 

Discussion 

In this case neither pleural cavity had been opened, and 
the external haemorrhage, though considerable, was not 
free. Death was due to cardiac tamponade. It is generally 
accepted that a rapid accumulation of about 400 ml. of 
blood within the pericardium is incompatible with life for 
more than a very short time. With free leakage of blood 
from any of the heart chambers, such a volume will 
accumulate rapidly. For this reason, any penetrating wound 
of the heart which gapes, or any penetrating wound of 
the thin-walled atria or of the intrapericardial portions of 
the large vessels, is likely to cause rapid death, either from 
tamponade action if the blood cannot escape from the peri- 
cardium, or from free haemorrhage if it can—for example, 
into one or other pleural cavity, Even so, the possibility 
of some activity exists, and Kerr (1954) quotes the case of 
a man who, after receiving a wound } in. (1.3 cm.) long in 
the intrapericardial part of the superior vena cava, nego- 
tiated a fence and walked 30 yards (27 metres) beyond it 
before collapsing. 

In the present instance, survival and movement were 
much more extended, and it must be inferred that the 
accumulation of blood in the pericardium was comparatively 
gradual. For this the explanation no doubt lies in the fact 
that the wound, though 4 in. (1.3 cm.) in length, pene- 
trated the thickness of the right ventricular wall in an 
oblique manner, so that a partial valve-like closure during 
systole might reasonably be postulated. Furthermore, the 
internal opening of the wound into the ventricular cavity 
was sheltered underneath the anterior cusp of the atrio- 
ventricular valve, and, although the cusp was also pene- 
trated, this would still tend to minimize leakage even during 
diastole. 

With these factors operating to slow the rate of haemor- 
rhage, it is interesting to speculate on the victim’s prospects 
if the stab had also established free communication be- 
tween the pericardial sac and the pleural cavity. It is 
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doubtful whether his range of activity would have been 
greatly increased, but it is possible that his period of sur- 
vival might have been prolonged, perhaps even to the extent 
of permitting successful surgical intervention. 

In conclusion, it may be added that there is little doubt 
that the victim, from the moment he received his heart 
injury, was seriously shocked and weakened, The case 
therefore provides no evidence that a person so wounded 
might still be capable of strenuous exertion—for example, 
a sustained physical struggle—and we know of no case 
record which suggests such a possibility; but a person so 
incapacitated might still be able to discharge a firearm or use 
some other weapon. 
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From the Department of Neurology, United Oxford 
Hospitals 


The value of a lifting-aid for nursing purposes is most 
appreciated in the home where a severely disabled 
patient is being looked after by one person; but with 
the present-day shortage of nurses, lifting-aids may be 
of value also in institutions for the aged or chronic sick. 
There are certain manceuvres which involve an undue 
strain on the nurses or relatives even when the patient is 
not very heavy. These include lifting the patient be- 
tween bed and chair or commode, in and out of a bath, 
and lifting up a patient who has slid from his chair to 
the floor. For home nursing a mobile and transportable 


form of lift is most useful. 


Fie. la Fic. 1b Fic. Ic 


Fic. 1.—Nursing hoist No. 4 (Fig. la). The hydraulic jack is a ore 
i ght arm. In Fig. 1b 
a bath), and in Fig. Ic he is being swung on to a wheel-chair. 


has a spastic paralysis of both legs and the ri 


the nurse’s right hand. The patient illustrated 
is being lifted with two slings from the floor (or it could be 
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With a view to providing for these needs, we have sited in the correct relation to the channels in the vertical 
she sr end of each co - 

during the past two years been developing various types limb. A cord attached to the upper end of each counter 
poise weight passes vertically upwards to the first pulley of 

of lift, and three of these seem to be successful enough . . meet ualien end @he 
ee senecral ba | f these (Nos. 4 and 6 a pair, then horizontally to the second pulley, and then 
to be of general interest. wo OF these nies wees downwards to end in a wooden handle carrying a steel hook 
itt the patient bodily by a hydraulic jack system, while below. In use, slings are employed as with Hoist No. 4. 
the third (No. 5) involves counterbalancing the patient’ Fach handle is pulled down in turn and its hook engaged 


with six 25-Ib. (11.3-kg.) weights to make him 150 Ib with an evelet on the slings. The counterpoise weights each 
weigh 25 Ib. (11.3 


ke.), so that when 
all are in operation 
very little addi- 
tional power is re- 
quired from. the 
nurse in order to 
lift the average 
patient and swing 
him from his bed 
or bath to his 
chair, or vice versa. 
The counter- 
balancing support 
can be applied as 
desired for a 
variety of nursing 
manceuvres. 
Headington Nurs- 
ing Hoist No. 6- 
This small hoist 
(Fig. 3) is suitable 
for home nursing 
and is supported 


68 kg.) lighter 
All these three devices use wide canvas slings to 
support the patient, and in practice one set of slings 


Fic. 2b 


Fic. 2a 
Nursing hoist No. 5. A patient with a left hemiplegia is being suspended on three slings by six on hinge pins 


comsetataeen weights. In Fig. 2a he has been raised from a bed, and in Fig. 2b the hoist has been 
rotated to place him in a chair. The patient assists the manaeuvre with his right hand. The patient can also firmly secured to 
be lowered to floor level, as would be required for, say, a bath a solid wall. 
The lifting arm 
is allotted to each patient, so that they can to a_ is raised by operating the handle of the hydraulic jack, 
large extent be left in position continually, Two wide 4nd the length of the lifting wire is easily adjusted to the 
slings as illustrated are sufficient for many patients, but ‘duirements of the task. The hoist can be lifted easily 
when there is flaccid paralysis of the trunk or neck extra from one set of hinge pins to another fixed elsewhere, say 
slings will be required. Nylon slings are convenient to 
use in a bath or for lifting incontinent patients. The i 
staff at Headington Hill Hall Rehabilitation Centre, [f 
Oxford, have contributed greatly to this study, especially 
\Mirs. Lrene Parsons, the commandant, and Mr. Alsford, 
who is instructor in the workshops. 

Headington Nursing Hoist No. 4 This appliance is a 
nobile lift. It is of sturdy construction and is a modifica- 
tion of the “Sherpa” industrial hydraulic truck. In the 
original form this is a fork lift, but with the modifications 
llustrated in Fig. | the patient ts lifted by slings and 
conveyed easily to or from bed, chair, bath, floor, or 
notor-car as required. The lifting part of the carriage can 
be raised a distance of 3 ft. (90 cm.) by a hydraulic cylinder. 
A reliet valve provides for fully controlled lowering. About 
24 ewt. (127 ke.) can be lifted. The carrier bar to which 
the patient is attached is suspended by a swivel and a hinge 
to give a wide range of manceuvrability, and adjustment 
the patient's centre of gravity is the best way. The ———— 
height of the carrier bar can also be quickly adjusted to Fico. 3.—Nursing hoist No. 6. The small hydraulic jack pushes up 
the height suited to the task. This hoist is also suitable ‘he lifting arm directly, while the hinged wall support allows the 
for raising the end of a heavy bed for the insertion of P28"! © be WOE be as bac te This is also suit- 
supports. 

Headington Nursing Hoist No. 5.—This is a form of in the bathroom. This type of hoist, with a shorter lifting 
crane and is not mobile. It is shaped like an inverted L arm, could be mounted on a light mobile carriage, which 
Fig. 2). The vertical limb is about 6 ft. 6 in. (2 m.) long, could be dismantled to travel with the patient in a motor-car. 


of which the upper one is fixed by a bracket to the wall ; : . 
above the head of the patient’s bed (or in a bathroom) Headington Hoist No. 4 is manutactured by the Salisbury 
and the lower one to the floor vertically below. Both Precision Engineering Co., Ltd., 1, Buckingham Palace Mansions, 
vertical and horizontal limbs are of box-like construction Falace Reed, Leadon, S.W-1, under the same 
, : ~, Headington Sherpa nursing hoist. Hoists Nos. 5 and 6 are being 
and the former is subdivided into six channels in which assembled in the workshops for disabled at Headington Hill Hall 
counterpoise weights can move. The horizontal limb is Rehabilitation Centre, Oxford. Inquiries should be addressed to 
about 3 ft. (90 cm.) long and carries six pairs of pulleys the commandant. 
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has a spastic paralysis of both legs and the right arm. In Fig. 1b he is being lifted with two slings from the floor (or it could be 
a bath), and in Fig. Ic he is being swung on to a wheel-chair. 
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Medical Memoranda 


Adenocarcinoma of the Appendix 


Since the publication in 1906 of Rolleston and Jones’s 
review of “Primary Malignant Disease of the Vermiform 
Appendix there have been numerous case reports and 
reviews of the subject. Rolleston and Jones clearly differ- 
entiated between “ columnar-celled carcinoma, like that met 
with in the large intestine,” and “ spheroidal-celled carci- 
noma” It was not until Gosset and Masson (1914) and 
Masson (1928) brought into prominence the argentaffin- 
Staining properties of the spheroidal-celled tumours that a 
distinction was generally drawn. The term “ carcinoid,” 
introduced by Oberndorfer in 1907 to refer to similar 
tumours of the small intestine, has been generally accepted 
for these not uncommon yellow argentaffin tumours having 
their origin in the Kultschitzky cells of the crypts of 
Lieberkiihn. They are all potentially malignant (Willis, 
1948), although both primary and metastatic argentaffinomas 
may grow very slowly. 

The other group of carcinomas of the appendix—the 
adenocarcinoma “ like that met with in the large intestine” 

has received much less attention. In reporting two new 
cases, Clarke and Simonds (1953) reviewed the 31 fully re- 
ported cases in the literature, only one of which (Hughes, 
1951) was from the United Kingdom. Since this review 
there has been a report of five cases from London by Nardell 
(1953). 

It is the purpose of this communication to describe a 
case recently under the care of one of us (G.A.) and to 
refer more briefly to an example removed by the late 
Mr. L. R. Braithwaite in 1928 and now in the Pathology 
Museum of the Leeds School of Medicine. 


Case 1 


A married woman aged 47 was admitted to hospital on 
June 10, 1953, with a diagnosis of appendix abscess. She 
had suffered abdominal pain, anorexia, nausea, and con- 
stipation for eight days before admission. On examination 
she showed the typical local signs of a walled-off perforated 
appendix—namely, a moderate-sized tender fixed mass in the 
right iliac fossa. She was apyrexial and the leucocyte count 
was 9,300. With rest in bed, restriction of diet, and peni- 
cillin and streptomycin she rapidly lost her symptoms and 
the mass became much smaller. She was discharged home 
on June 16 with instructions to return to the out-patient 
department so that she could be readmitted for appendic- 
ectomy after six to eight weeks. 

She did not return, however, until just before Christmas, 
at which time she had no symptoms, but there was a small 
firm mobile non-tender mass in the right iliac fossa. She 
was readmitted on December 27. A provisional diagnosis 
of carcinoma of the caecum with secondary appendicular 
obstruction and perforation was made, but a barium enema 
examination showed only a smooth round filling defect in 
the outer wall of the caecum with an intact mucosa. 

Laparotomy was performed on January 1, 1954. The 
previously perforated appendix was lying in a high retro- 
colic position and was intimately bound to the posterior 
abdominal wall. After finger separation of these adhesions 
the right colon was lifted out of the wound, and at the site 
of the perforation of the appendix a fungating mass of 
carcinoma was seen within the appendix. Right hemi- 
colectomy was performed and the operation completed by 
a side-to-side ileo/transverse-colon anastomosis. The patient 
made a good recovery and was discharged home on January 
13. When last seen in May, 1954, she was very well and 
there was no sign of recurrence. 

Dr. D. H. Collins reported: “ The appendix is thickened 
and enlarged to a diameter of 2 cm. and filled with soft 
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growth. Its distal half is bound tightly to the caecum by 
invasive growth which is just beginning to ulcerate through 
the mucosa of the caecum. Histologically this is an adeno- 
carcinoma of the appendix, filling most of the lumen and 
beginning to invade the attached caecal wall. The gland 
sectioned shows no growth.” 

The patient was seen by her own doctor, Dr. Stead, in 
January, 1956, two years after her operation, and was in 
good health. She maintained her weight and had no diar- 
rhoea or other symptoms. 


CASE 2 


A man aged 41 was admitted to hospital on December 
31, 1928. His history and physical signs suggested acute 
appendicitis, and appendicectomy was performed on the 
same day. The appendix had perforated and was lying 
in a small abscess. It was removed. On section it showed 
a mucoid growth filling the lumen of the appendix and 
invading the wall at one point. There was no dilatation 
of the organ to suggest a mucocele. Microscopically the 
growth was a mucoid adenocarcinoma of average grade of 
malignancy. The patient recovered from the operation, but 
his further history is not known. 


COMMENT 


Both these patients presented with signs and symptoms of 
perforation of the appendix. That this is the common 
manifestation of adenocarcinomas of the appendix is shown 
by Clarke and Simonds (1953), who found that the organ 
had perforated in 13, or nearly half, of the reported cases. 
In certainly three and possibly all five of Nardell’s (1953) 
cases perforation had occurred. 

Pathologically these growths are very similar in every 
way to those of the colon, and metastases are not infrequent. 
Owing to the small lumen of the appendix, obstruction 
occurs early and is the means of calling attention to the 
lesion. There is little evidence concerning the prognosis of 
the disease, but local recurrence or peritoneal spread is likely 
to follow perforation. 


We are indebted to Professor R. A. Willis for his help with this 
report. 
Georce Armitace, M.C., M.D., M-Ch., F.R.CS. 
A. V. PoLtock, F.R.C.S. 


Leeds 
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Second Attack of Paratyphoid Fever 


Although relapses in enteric infections are fairly common, 
the occurrence of two well-documented attacks of para- 
typhoid fever in the same patient within a period of five 
years is rare enough to merit a note. 


First ATTACK 


A married woman aged 40 was admitted to hospital on 
August 24, 1949, for investigation of pyrexia of six days’ 
duration attended by headache, generalized abdominal pain. 
constipation, painful micturition, and malaise. On admis- 
sion there was well-marked abdominal tenderness, dullness 
of cerebration, and sluggish speech, together with a furred 
tongue. Her temperature was 101° F. (38.3° C.) and pulse 
92. The urine showed a trace of albumin and pus, and the 
white-cell count was 7,700 per c.mm. Otherwise there were 
no abnormal findings on clinical examination. Under treat- 
ment with penicillin and sulphadimidine the pyrexia, abdo- 
minal pain, and drowsiness persisted, but on September 2. 
with the finding of Salm. paratyphi B in the faeces, 
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chloramphenicol was administered in a dosage of 23 g. over 
nine days. Within four days all the symptoms had subsided, 
and on October 5 the patient, then fully recovered, was 
discharged from hospital. (This case was described by 
Curtin (1949) in his group of paratyphoid fever cases treated 
with chloramphenicol.) 

Further Investigations—The patient’s blood, taken on 
August 31, was reported to agglutinate Salm. paratyphi B 
H up to | in 2,500 and non-specific salmonella up to 
1 in SO. It did not agglutinate Salm. typhi H and O or 
Salm. paratyphi BO. On September 12 the paratyphoid 
organisms cultured from the faeces were reported to belong 
to phage type Taunton. After treatment the patient's stools 
were reported free from pathogens on September 23 and 30 
and on October 3 and 7. On October 13 her serum still 
agglutinated Salm. paratyphi BH 1 in 2,500. The other 
members of the patient’s household—her husband, son, and 
daughter—submitted samples of faeces on October 3, and 
these were reported free from pathogens. As the patient 
was the only case of paratyphoid fever due to phage type 
Taunton bacilli in the district in 1949, it was not possible 
to ascertain the source of infection. In that year the other 
local cases of paratyphoid fever were due to organisms of 
phage type 3a and epidemiologically related to a small 
outbreak in the adjoining areas of Hebburn and Jarrow. 


SECOND ATIACK 


On June 24, 1954, the patient, who had been quite healthy 
since the previous illness, again became ill with rigors, head- 
ache, pain in the back, and painful micturition. Next day 
she suffered from diarrhoea and vomiting, which continued 
until June 28, when she was sent to hospital for investiga- 
tion. On admission the patient, now aged 45, complained 
of headache and difficulty in opening her eyes and resented 
any movement of her neck. Her tongue was coated. There 
was slight distension of the abdomen together with gener 
alized tenderness, but the spleen was not enlarged. Although 
there was a slight dry cough, chest examination revealed no 
abnormality. Over the lower half of the abdomen there 
were several rose-red papules. The temperature was 
102.4° F. (39.1° C.) and pulse 100. The white-cell count 
was 6,000, and the cerebrospinal fluid, the urine, and a 
chest skiagram showed no abnormalities. The patient was 
put on a course of 14 g. of chloramphenicol. The stools 
taken after admission were reported to contain Salm. para- 
typhi B on July 2, by which day she was much improved, 
the temperature had resumed the normal level, and the 
papular rash had faded. Subsequently progress was un- 
interrupted and she was discharged on July 12, still excreting 
the organism in the faeces. 

Further Investigations.—The organisms found in the 
patient’s faeces of June 29 were reported on July 15 to 
belong to the phage type Taunton. A sample of her blood 
taken on July 5 agglutinated the standard suspensions of 
Salm. paratyphi B H in a dilution of 1 in 5,000, Salm. 
paratyphi B O in a dilution of 1 in 125, and non-specific 
salmonella H in a dilution of 1 in 25. Tested against the 
patient's own organisms, the blood agglutinated these in H 
suspension up to | in 2,500 and in O suspension up to 1 in 
125. On July 26 the patient's blood, retested, agglutinated 
standard Salm. paratyphi B in H suspension in 1 in 2,500 
dilution and in O suspension 1 in 50. Against her own 
organisms the agglutination titre was 1 in 2,500 H and 1 in 
25 O. The patient's contacts—her husband and their two 
children—once again submitted samples of faeces, which 
were reported on July 10 to be free from pathogens. 

In this second attack the patient was again an isolated case 
of paratyphoid fever, but she volunteered the information 
for the first time that during the period before each of her 
attacks she had been helping to care for a neighbouring 
old lady, Mrs. X, who lived alone. In June, 1949, Mrs. X. 
then 80 years old, had an attack of diarrhoea with inconti- 
nence, during which she was bathed by the patient. Mrs. X 
was admitted to a geriatric ward of another hospital on 
June 20, 1949, with low-grade pyrexia and in a drowsy and 
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stuporous condition. The pyrexia continued for 10 days, 
and she recovered to be discharged on July 20, 1954. Her 
faeces were not examined at that time. Since Mrs. X’s ill- 
ness the patient had given regular assistance two or three 
times a day to her neighbour, whose faeces were therefore 
submitted to the laboratory, with the result that they were 
reported on July 22, 1954, to contain Salm. paratyphi B, 
later confirmed as of phage type Taunton. Mrs. X had no 
recent complaint of illness, and her general state of health 
was that appropriate to her age. 


I am indebted to Dr. R. Norton for the bacteriological and 
serological findings quoted in this case and to Dr. E. S. Anderson 
for the phage-typing of the organisms. 

James Grant, M.D., D.P.H., 


Medical Officer of Health, Gateshead 
Medica! Superintendent, Sheriff Hill Infectious Diseases Hospital 


REFERENCE 


British Medical Journal, 2, 1504 


Curtia, (1949). 


Abdominal Apoplexy due to Spontaneous Rupture of 
Right Gastric Artery 


Spontaneous intraperitoneal haemorrhage in the male is a 
rare condition, and for this to occur without any demon- 
strable pre-existing pathological condition is extremely 
unusual. Brewer and Marcus (1948) reviewed the literature, 
and succeeded in collecting 28 cases, in most of which 
hypertension was present. In 10 cases, including their own, 
no bleeding-point could be found, and the commonest known 
site of bleeding was the left gastric artery, which was respon- 
sible for three cases. Only one case of spontaneous haemor- 
rhage from the right gastric artery appears to have reached 
the literature, and this was in a known hypertensive. The 
following case, therefore, of massive spontaneous haemor- 
rhage from rupture of the right gastric artery in a man in 
whom no other pathological condition could be found may, 
I think, be regarded as unique. 


Case REPORT 


A man aged 59 was admitted to hospital at 6.15 p.m. on 
February 3, 1955. His health had always been good, until 
one hour before his admission, when he had suddenly had 
excruciating pain in his left abdomen while quietly changing 
in his hotel. The pain increased, and on admission he was 
obviously shocked and in great pain, and on examination 
was found to have a tender, rigid abdomen, with shifting 
dullness in the left flank. 

He was taken to the theatre and the abdomen opened by a 
left paramedian incision. A large quantity of blood filled 
the peritoneal cavity, and as this was being removed a rapid 
search was made for the bleeding-point. The more usual 
sites gave no answer, and, as his condition was rapidly 
deteriorating despite a transfusion, and his pulse had become 
imperceptible, one began to despair. The blood seemed 
to be coming from the upper abdomen, and the idea then 
occurred of gripping the free edge of the lesser omentum. 
This was immediately successful, and the blood no longer 
welled up. While keeping one’s fingers in this position the 
abdomen was emptied of blood, and when the grip was 
then relaxed a spurt of blood was seen to come from the 
right gastric artery, about 1 in. (2.5 cm.) from the pylorus. 
The vessel was clamped and the ruptured segment removed 
for section. The abdomen was closed. 

Post-operative progress was completely uneventful, and 
the patient left hospital on February 19. He was not hyper- 
tensive, no other abnormality could be found, and the histo- 
logical report on the segment of vessel stated that the rupture 
had occurred in what appeared to be an otherwise perfectly 
normal vessel. 

Rosi Burxrrt, M.D., F.R.C.S., F.R.C.S.L, 


Upton Hospital, Slough 
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to each pneumonta patient ? 


The answer is “it all depends....” Yet this much can be said 
with certainty: when ALFICETYN Suspension is administered 
immediately the diagnosis of pneumonia has been made, the 
prospects of swift, uneventful recovery are immeasurably brightened. 
Even if no firm bacterial diagnosis has been made, this course of 
action promises a very high measure of success—for ALFICETYN 
is effective against most of the common causative organisms of 


pneumonia, both bacterial and virus. 


ALFICETYN SUSPENSION 


Each teaspoonful (4 c.c.) contains chloramphenicol cinnamate 
equivalent to 125 mg. chloramphenicol B.P., with atropine sulphate 


0°032 mg. In bottles of 60 c.c. 


ALLEN & HANBURYS LTD LONDON E 2 
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Eminent Success 


Atuprox Amphoteric Gel occupies a pre-eminent 
position in the successful medical treatment of the 
peptic diathesis. In neutralising acid, partially 
inactivating pepsin, and encouraging mucosal rests 
tance, it deals rapidly and effectively with three of 
the main factors incriminated in the genesis of 


gastro-duodenal ulceration. 


Aludrox Gel is presented in 6-oz. and 12-0z. bottles. 


Aludrox Tablets are presented in boxes of 60 13-grain 
tablets. 


Aludrox 


ALUMINIUM HYDROXIDE GEL 6.P.C 


*Aludrox’ is the registered trade mark of 


| JOHN WYETH & BROTHER LIMITED m= 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 Uyeth 


Effective Prophylaxis* 


in AMOEBIASIS 
and MALARIA 


The ravages of amoebiasis and malaria can be checked 
with ARALIS—a new combination of bismuth glycolyl- 
arsanilate, an intestinal amoebicide, with chloroquine 
diphosphate—a systemic amoebicide with powerfu! anti- 
malarial action 


Prophylaxis of Amoebiasis and Malaria 
Two to four tablets to be taken on the same day each week. 


Treatment of Acute or Chronic Amoebiasis 


Two tablets to be taken 3 times a day for 7 days. 


*J.A.M.A., 148, 700 (1952). 
Jour. Lab. and Clin. Med., 39, 267 (1952). 


In bottles of 25, 
50 and 1000 tablets. 


Trace Mark 


WINTHROP PRODUCTS LIMITED 
NEVILLE HOUSE - KINGSTON-ON-THAMES - NR. LONDON 
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Reviews 


REVIEWS 


NO DARKNESS BUT IGNORANCE 


One in Six: An Outlin A i 

Wingate. 1955. 

This book is short, clear, and interesting. Dr. Hieger begins, 
very appropriately, with a picture of a mouse, that incor- 
ruptible animal which has given wholly impartial answers 
to many thousands of our questions about carcinogenic 
compounds ; these mice give their lives to a great enterprise 
of exploration, as did the dogs which dragged Amundsen’s 
sledges to the South Pole. 

If the frontispiece of this book is appropriate, the author- 
ship is still more so. Dr, Hieger has given 30 years to 
the search for cancer-producing compounds, and took part, 
with the five colleagues whom he names, in the isolation of 
one of these from coal-tar. He gives a brief but vivid 
account of this investigation, but is silent about his subse- 
quent demonstration of the carcinogenic power of cholesterol, 
which, in the reviewer's opinion at any rate, may prove an 
immensely important advance in our knowledge of cancer. 
The story which he omits is that in 1937 Shabad, in Russia, 
produced sarcoma in mice with a benzene extract of a human 
liver, and this capacity was shown by four workers (des 
Ligneris, Sannié, Steiner, Hieger) in as many different coun- 
tries to reside in the unsaponifiable residue. Hieger went 
on to show that the active factor remained in the cholesterol 
residue of this mixture, and was retained by that compound 
even in the highest degree of purity ; there was no separation 
of an active impurity such as occurred in the discovery of 
vitamin D. Dr. Hieger writes (p. 41): “ The majority of 
cancer workers have not yet grasped the potentialities of 
the strange fact of cholesterol being a carcinogen for a 
number of reasons.” That is quite true. His account of 
the matter is adapted to the capacity of the general reader, 
but at the same time it provides very suitable reading for 
many pathologists. 

The beautiful photomicrographs, mostly of sarcomas pro- 
duced by cholesterol, will give great pleasure to those who 
understand them, and, one hopes, equally great pleasure to 
those who do not. The greatest difficulty in writing a popular 
account of cancer is to know how histological detail is to 
be put before the reader who has never heard of or seen a 
chromosome, for instance. The incubus of public-school 
tradition is such that a person who is wholly and contentedly 
ignorant of the most elementary facts of biology may regard 
a false quantity in Latin as unpardonable. Dr. Hieger helps 
such readers by providing a glossary of definitions of the 
terms which he uses—an example which, by the way, might 
well be followed by theologians. 

There are 14 statistical tables, very clearly arranged ; the 
references to their sources might have been more detailed. 
The inclusion of so much matter of this kind in a popular 
book should help to kill the idiotic dictum that “one can 
prove anything by statistics.” 

Dr. Hieger writes simple straight sentences, and the 
reviewer has found very few of which the meaning is not 
at once clear; the degree of M.S.S. (Master of the Straight 
Sentence) should be conferred on such writers. Some 
authors have a deplorable tendency to begin with some such 
rigmarole as: “It appears not at all improbable that at 
the present time it may perhaps come about that under 
certain circumstances . . .” before one gets to the actual 
sentence. 

“I say there is no darkness but ignorance "—-Shakespeare 
characteristically puts this profound saying in the mouth of a 
man technically a “ clown.” A book such as that under review 
here should help to dispel the darkness which, to the great 
majority of persons, surrounds the subject of cancer, and 
may make them less prone to ignore unpleasant symptoms 
(as we all do) and more ready to seek early treatment. We 
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have no such inhibitions in regard to other diseases—for 
instance, influenza, which, Dr. Hieger tells us, killed 21 
million people at the close of the far less dangerous World 
War I. 

Dr. Hieger ts the unhappy victim of the principle, only 
too well established, that some gross and obvious error will 
be inserted by the publisher, printer, bookbinder, or some- 
body into any portion of the book, however small, which 
the mere author is not permitted to see : his qualification 
D.Sc. on the jacket and title-page is reduced to M.Sc. on 


the cover. P. L. KeENNAWAY. 


PERSONALITY CHANGES AFTER LEUCOTOMY 


Personality Changes following Frontal Leucotomy: A Clini- 
cal and Experimental Study of the Functions of the Frontal 
Lobes in Man. By P. Macdonald Tow, Ph.D., M.B., B.S., 
M.R.C.S. Foreword by Sir Russell Brain, Bt., D.M., 
P.R.C.P. (Pp. 262+xv; illustrated. 35s.) London, New 
York, Toronto: Oxford University Press. 1955. 


The careful investigations recorded in this well-written 
monograph run the risk of producing a most misleading 
impression unless it is realized that the clinical evaluation 
of frontal leucotomy was not the main object. Should it 
erroneously be supposed that this was the main object of 
the study, the reader might come to the same conclusion 
as that reached by a reporter to a popular newspaper— 
namely, that frontal leucotomy seemed mainly to result in 
personality changes of an always serious and often calami- 
tous kind, when it did not result in death. And it must be 
admitted that certain statements by the author—for example, 
“the operative mortality alone accounted for some of the 
very best subjects for the research, and these unfortunate 
deaths in well-preserved patients served to emphasize the 
tragic aspects of the results of the operation "—lend colour 
to this view. But, as is pointed out, “the aim of this 
project was to investigate fully the psychological effects of 
surgical isolation of the frontal lobes.” Thirty-six patients 
were finally selected as suitable, and were subjected to an 
extensive battery of tests both before and after undergoing 
the standard operation (an extensive cut far back). In 
general, in the tests, the patients did worse after the opera- 
tion, and the author concludes that “there seems to be 
impairment of the powers of abstraction and synthesis ; of 
perception of relations and differences ; of the ability to deal 
with complex situations, planning, and the thinking out of 
the next action and its consequences ; and appreciation of 
one’s own mistakes. . . . There is also impairment of the 
power of sustained attention and of the capacity for fine 
discrimination ; and a dulled appreciation of the subject's 
own level of success or failure.” 

It may be regretted that the author did not emphasize 
more that, while these general tendencies may be shown, 
they may be shown in most varying degree ; and that, while 
all patients doubtless pay some price for the benefit that 
may unquestionably be derived from the operation, it is 
a price that, on balance, may be well worth paying. What 
benefit, on balance, was derived by the patients studied is 
not discussed, for the inquiry was essentially concerned 
with more general considerations. The author rightly 
points out that “the main characteristic of this study is the 
unique nature of the series of subjects” ; and indeed it does 
seem unlikely—or let us hope it is unlikely—that such a 
large series of well-preserved patients—-so well preserved 
that for experimental purposes they could be regarded as 
normal—will ever again be subjected to the “ standard” 
leucotomy as described here. 

Those who are interested in the clinical evaluation of 
frontal leucotomy, with special reference to modified tech- 
niques such as “ rostral” leucotomy, can be recommended 
to read, as a corrective, the series of papers by Dr. John 
Pippard that have recently appeared. In the third of these 
Dr. Pippard (J. ment. Sci., 1955, 101, 774) states: “.. . it 
will be seen that in 95°, of cases the personality changes are 


negligible.” DresMOND CURRAN. 
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FORENSIC MEDICINE 


Forensic Medicine. By Sir Sydney Smith, C.B.E., LL.D., 
M.D., F.R.C.P.Ed., D.P.H., F.R.S.Ed., and Frederick Smith 
Fiddes, O.BE.. M.D. Tenth edition. (Pp. 644+xi. 40s.) 
London: J. and A. Churchill Ltd. 1955 
The tenth edition of this authoritative textbook continues to 
maintain the traditional stature of the Scottish schools of 
forensic medicine. Sir Sydney Smith has, with F. S. Fiddes’s 
help, contrived to pack an erormous amount of reliable 
information and advice on almost every aspect of the subject 
within a most reasonable compass, and if everyday hyper- 
tensive and senile, operative /anaesthetic, and drug-therapy 
deaths seem cursorily disposed of —well, this is a world-wide 
reference to more forensic matters. It is good to see a 
master writing on what he has himself seen—and in such 
forthright English The toxicology tends to age slightly, 
mostly in analytical method ; and we detect some looseness 
in the bibliography that demands attention from a librarian ; 
but we must not cavil about detail in the face of such a 
forensic feast. Churchills have produced this book better 
than ever, and we recommend the eclectic specialist, the 
growing body of forensically inclined pathologists, and the 
vast body of practitioners who have to decide their own 
legal problems to have it within reach. It will seldom indeed 
fail to give both reliable information and sound advice 


KeirH SIMPSON 


CHILDREN’S HISTORY OF SCIENCE 


An Illustrated History of Science. By F. Sherwood Taylor 

M.A., B.Sc., Ph.D. Illustrated by A. R. Thomson, R.A 

(Pp. 1784+ x11. 25s.) London, Melbourne, Toronto: William 

Heinemann. 1955 
It has long been recognized that scientific men owe the 
duty of making their knowledge intelligible to the general 
public. Unfortunately few of them have the power to 
write simply and attractively. The late Dr. Sherwood Taylor, 
who was Director of the Science Museum, South Kensington, 
was among these gifted few, as is amply shown in a whole 
series of his popular expositions 

This volume provides some record of his Christmas 
Lectures to Children at the Royal Institution in 1953. They 
are arranged around the theme of the classical experiments 
then performed. Dr. Taylor tells that “when I came to 
prepare the lectures for the press I was loath to substitute 
a dry description for a living demonstration, and came to 
the conclusion that a realistic illustration could do far more 
than the written word.” He and Mr. A. R. Thomson as 
illustrator have produced a record that is at once enter 
taining, beautiful, and original. To what extent science so 
simplified can be a foundation for later scientific instruction 
only a child-psychologist could say. But the illustrations 
are full of imagination—obviously the result of collabora- 
tion—and are none the worse for revealing much of the 
personal feelings of author and artist. Even the not-so- 
shrewd reader will guess that they have a higher opinion 
of Saint Augustine—even in the field of experiment—than 
of John Knox! The illustrations are full of pleasant sur- 
prises. Maria the Jewess floats into her alchemical labora- 
tory at Alexandria in a.p. 100 much in the manner and 
costume of Ellen Terry as Lady Macheth—and who shall 
say that she did not? Roger Bacon is the victim of a bov’s 
cracker—so much for his discovery of gunpowder The 
credit of demonstrating that unequal weights fall in equal 
time is ocularly removed from Galileo and given to Simon 
Stevin—and quite rightly, for it was high time. Galileo 
himself reposes at his ease, gazing through his telescope on 
a terrace just across the water from St. Mark's at Venice 
Robert Hooke, whose likeness is nowhere else recorded. 
examines an enormous flea with his prodigious microscope 
Newton, for once in lighter mood, toys with his reflecting 
telescope. The Abbé Nollet, hitherto unrecognized as one 
of the martyrs of science, is the first to feel a shock from 
the Leyden jar. Lavoisier, in a perfectly smashing suit, sits 
musing in his laboratory, while his charming and plainly 
dressed wife stands taking notes. Dalton. in the best Quaker 
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language, gives a lecture in the kitchen to the youthful and 
still skinny J. P. Joule. Galvani, festooned with vine-leaves 
and frogs’ legs, enjoys a distant view of Como. Oersted is 
more surprised than he can say at deflecting a compass 
needle by an electric current. Hertz is almost petrified by 
generating the first radio waves. Daddy Darwin shakes 
hands, or rather feet, with cousin chimpanzee. Wollaston, 
asked by a rakish young friend to show him his laboratory, 
tells the butler to bring it in on a tray, 

Here are riches and not a little laughter. An excellent 
book for the lucky children for whom it was written. 
CHARLES SINGER. 


ATLAS OF DERMATOLOGY 
4n Atlas of Regional Dermatology. By G. H. Percival, 
M.D., Ph.D., F.R.C.P.Ed., D.P.H., and T. C. Dodds 
F.1.M.L.T., F.LBP., F.R.P.S. (Pp. 263+vii; illustrated 
£5.) Edinburgh and London: E. and S. Livingstone Ltd 
1955 
Much dermatological literature comes from Edinburgh—a 
textbook for student and practitioner, a handbook for nurses, 
a work on histopathology, and now an atlas. These works 
should obviously be regarded as complementary and be con- 
sidered as a whole. They will be of most value to those 
who have trained in that school, where the approach to and 
presentation of dermatology have a particular character of 
their own. This is perhaps less tied up with general and 
systemic medicine than is the case at some other schools. 
and relies more upon direct observation of a lesion and 
specific measures of local treatment. There are many lesions 
of the skin—such as rodent ulcer, lupus erythematosus, acne. 
and psoriasis—which can be diagnosed from their specific 
morphological features, and for such the coloured atlas is 
a useful aid, especially to those unfamiliar with the less 
common skin conditions. Other eruptions, especially the 
eczematous and pityriasiform, can less readily be recognized 
without taking into account the patient as a whole and his 
history. Atlases thus have limited value except as records, 
but they have been part of the tradition of dermatology from 
early times and have often been magnificent affairs. 

To-day most dermatologists record their cases of clinical 
significance on coloured transparencies which can readily be 
depicted on a screen. In the atlas under review Professor 
Percival publishes a selection of his slides arranged in a 
broad regional fashion—trunk, head, and limbs—for the 
ready comparison of ills affecting the same sites. Most of 
the reproductions—and there is a total of 475—are good. 
though the quality of colour with some is naturally less good 
than with others. The plates are rather small, often two 
or three on an octavo page, but serve their purpose ade- 
quately. There is no text, and the legends to the illustrations 
are brief. As has been stated, the atlas must be regarded 
as an illustration of the textbook. The terminology employed 
will be generally acceptable ; the title “ erysipeloid ” for re- 
current erysipelas is an unfortunate slip. Such works are 
necessarily expensive to produce, but many will wish to have 
this supplement to their text. 

J. T. INGRAM 


Flight and Resettlement, by H. B. M. Murphy and various 
other contributors, is a Unesco study of the problems of refugees 
and displaced persons. It contains a series of papers divided 
into four sections: the first steps; displaced persons: normal 
resettlement ; psychopathology. The first two are concerned with 
the flight from the aggressor and its psychological reactions, the 
reception of the refugees in the countries to which they have 
fled, and the effect of this reception on their outlook and mental 
stability. The third section deals with the problem of assimilating 
the newcomers into the community and the difficulties this 
presents for them and for their hosts. In the fourth section the 
writers consider the mental disorders caused by this uprooting of 
individuals, and the treatment of them, and seek to find a common 
pattern or series of patterns of behaviour and psychological 
illness. The book is illustrated with photographs of displaced 
persons in flight and in reception camps, each giving a giimpse 
of the conditions causing so much psychological distress. Flight 
and Resettlement can be obtained from Her Majesty's Stationery 
Office and costs 19s. 6d 
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THE MALADJUSTED CHILD 


The Education Act of 1944, supplemented by the 
Handicapped Pupils and Medical Services Regula- 
tions of 1945, have together effected a complete re- 
vision of the procedure for dealing with subnormal 
or handicapped children. So long as he remains 
within the educational system, no child is to be 
officially labelled “ mentally defective,” and certifica- 
tion is no longer needed for transference to a special 
school. Pupils who were formerly described as 
“educable defectives ” are now to be grouped with 
the “ dull or backward ” under the more comprehen- 
sive phrase “educationally subnormal”; and those 
who were formerly called “ morally ” or “ tempera- 
mentally defective” are now included in a new 
administrative category termed “the maladjusted.” 

Since medical officers and education officials had 
experienced some difficulty in interpreting this novel 
designation, the Minister of Education appointed, 
some five years ago, a committee to inquire into the 
medical, educational, and social problems to which 
such cases give rise. In the report' which they have 
recently presented the committee summarizes what 
is known or commonly believed about the causes, 
symptoms, and treatment of the various conditions 
thus brought together, and puts forward a number of 
welcome recommendations on ascertainment, pro- 
vision, aftercare, and prevention. 

According to the Ministry’s regulations, “ malad- 
justed pupils” are defined as “pupils who show 
evidence of emotional instability or psychological dis- 


turbance and require special educational treatment to , 


effect their personal, social, or educational readjust- 
ment.” In the committee’s view this definition is 
neither sufficiently clear nor sufficiently widely con- 
ceived. The notion of “adjustment,” as the com- 
mittee rightly observes, is based on the biological 
standpoint that has been so distinctive a feature of 
British psychology from the days of Darwin and 
Spencer, and refers primarily to “ the individual's re- 


on Maladjusted Children, 


1 Ministry of Education, Report of the C. 
1955, H.M.S.O., London. 

2 Home Office, 7‘ Report on the Work of the Children’s Department, 1955, 
H.M.S.O., London 

® Home Office, Studies in the Causes of Delinquency and the Treatment of 
Offenders: I. Prediction Methods in Relation to Borstal Training, 
Mannheim, H., and Wilkins, L. T., 1955, H.M.S.O., London. 
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lation to the circumstances and’ people that make up 
his environment.” Both aspects of this relation must 
therefore be considered. Defective adjustment may 
result either from defects in the individual himself, or 
from defects in his environment, or (most frequently 
of all) from defects in both. Moreover, with the 
growing boy or girl the most influential conditions 
are not the material or the economic, but the personal 
and the social. Thus healthy mental development 
entails “ progressive adjustment (i) to life at home, 
(ii) to life at school, and finally (iii) to life in the com- 
munity at large, while all the time there is an increas- 
ing need (iv) for self-adjustment.” And, as the re- 
ports of child guidance clinics amply demonstrate, it 
is in the child’s life at home—in the emotional rela- 
tions between the child and the other members of his 
family—that the commonest causes of maladjustment 
are to be found. 

The committee experienced considerable difficulty 
in assessing the extent of the problem. But its inves- 
tigations Jeave little doubt that the frequency of such 
conditions has been greatly underestimated. The 
figures which it quotes for incidence range from § to 
12%. “The wide divergence,” it records, “ may be 
due partly to inadequate ascertainment and partly to 
some difference in approach.” The London surveys 
suggest a general average of about 10% for minor 
cases (those requiring merely individual assistance 
from teacher, family doctor, child guidance centre, or 
the like), and 2% for serious cases (those requiring 
an intensive course of remedial treatment, possibly 
at some residential centre). But there were well- 
marked variations according to district and social 
class. In nearly three-quarters of the cases the main 
source of the maladjustment lay in the home or the 
school, and in about two-thirds of these the symptoms 
disappeared when suitable alterations were made. In 
well over half the cases the child himself was classed 
as “ temperamentally unstable,” the instability being 
frequently manifested by minor psychoneurotic symp- 
toms or by petty delinquency, and generally aggra- 
vated by inappropriate treatment at home. 

The committee devoted special consideration to the 
“ maladjusted child ” in relation to the juvenile courts. 
Although the repetition of offences does not of itself 
afford proof that the offender is maladjusted, several 
recent investigations have shown that “in more than 
half the cases there is clear evidence of maladjustment 
and in many others it probably exists but is not known 
to the local education authority.” “If,” says the 
report, “such maladjustment were always detected 
and treatment provided, many who are brought before 
a juvenile court would never have needed to appear 
there.” 
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The action already taken by several of the more 
progressive authorities fully bears this out, and may 
in part account for the recent decline in juvenile delin- 
quency. The tables published in the latest Home 
Office Report’ reveal a marked diminution during the 
last three years for which data are available. Thus, 
if the number of children under 14 found guilty of 
indictable offences in 1938 were put at 100, it appears 
that the proportion per unit of population rose to 
164 in 1940, and then, more slowly and with minor 
fluctuations, to 194 in 1951 ; since then it has steadily 
dropped year by year, and by 1954 reached the com- 
paratively low figure of 125. 

Many different factors have no doubt helped to 
bring about the change. The generation whose early 
childhood was so sadly hampered by the upheavals 
of war has now grown up. At the same time, the 
active counter-measures introduced during the last few 
years have begun to bear fruit. As the Home Office 
Report explains, before 1945 there was virtually no 
provision whatever for the maladjusted child. Since 
then, 72 schools or boarding-homes have been insti- 
tuted for such cases, as well as 90 new special schools 
for the educationally subnormal ; the day “ attend- 
ance centres ” opened in thirty large towns have pro- 
vided a valuable adjunct in dealing with delinquents 
at an early stage ; and the number of child guidance 
clinics has nearly trebled. Nevertheless, much still 
remains to be done. As to special accommodation, 
“it is hoped that progress will be maintained at least 
at the same rate as in recent years ™ ; but the estab- 
lishment of additional clinics is at present severely 
hindered by the lack of trained psychologists, psy- 
chiatrists, and psychiatric social workers. 

Both reports emphasize the urgent need for further 
research. Thanks to a long series of investigations, 
which both in Britain and abroad owe much to the 
pioneer work of Sir Cyril Burt, the causation of the 
various conditions grouped under the headings of 
delinquency or maladjustment is fairly well under- 
stood. What is now required are equally systematic 
investigations into the efficacy of different modes of 
treatment. By the terms of the Criminal Justice Act, 
1948, the Home Office has been empowered to incur 
expenditure on the conduct of research ; and, partly 
in co-operation with university departments, it has 
already initiated a number of research projects. The 
first of these, based on a follow-up of over a thousand 
Borstal cases, has recently been published.* If the 


high scientific standard set by those who planned and 
carried it out is maintained in subsequent investiga- 
tions, the outcome will be a valuable contribution to 
our understanding of this vast and complicated 
problem. 
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HEPATO-LENTICULAR DEGENERATION 


When hepato-lenticular degeneration was first 
described as a disease entity by Kinnier Wilson’ 
in 1912 it attracted considerable attention partly 
because of the unusual association of multilobular 
cirrhosis of the liver with degenerative lesions in the 
basal ganglia and partly because of the new know- 
ledge gained of the type of neurological disturbance 
caused by lesions in that part of the brain. The 
disease is rare and is inherited as an autosomal 
recessive.” In most patients the presenting symp- 
toms are neurological, but some give an earlier 
history suggestive of liver disturbance.* In a few 
patients the most prominent symptoms are those of 
cirrhosis of the liver, and it is worth considering the 
diagnosis of hepato-lenticular degeneration in obscure 
cases of hepatic cirrhosis in children and young 
adults. Careful examination of the cornea for a 
Kayser-Fleischer ring may make the diagnosis cer- 
tain, since this type of corneal pigmentation does not 
seem to occur in any other disorder. 

In the last seven years important biochemical 
abnormalities have been discovered in association 
with hepato-lenticular degeneration, and although the 
full significance of these is not yet apparent it seems 
clear that the disease is essentially an inborn error of 
metabolism with secondary anatomical and physio- 
logical changes in the liver and in the brain. In 1948 
Uzman and Denny-Brown* found a persistent excre- 
tion of amino-acids in the urine, and this finding was 
confirmed by Porter’ and by others and appears to 
be a constant feature. This amino-aciduria is not 
associated with an excess of amino-acids in the 
plasma and is thoughi to be due to a failure of renal 
tubular absorption of amino-acids filtered at the 
glomeruli rather than to a metabolic defect with an 
increase of amino-acids in the blood.* More recently 


* Wilson, S. A. K., Brain, 1912, 34, 295 

* Bearn, A. G., Amer. J. Med., 1953, 16, 442 

* Franklin, E. C., and Bauman, A., ibid., 1953, 15, 450. 

e Usman, L., and Denny-Browa, D., Amer. J. med. Sci., 1948, 216, 

® Porter, H., J. Lab. clin. Med., 1949, 34, 1623. 

‘ Mesthows, W. B., Milne, M. D., and Bell, M., Quart. J. Med., 1952, 21. 

7 Uzman, L. L., and Hood, B., Amer. J. med. Sci., 1952, 223, 392. 

* Mandelbrote, B. M., Stanier, W. M., Thompson, R. H. S., and Thurston, 
M. N., Brain, 1948, 71, 212 

* Rumpel, A., Disch. Z. Nervenheilk., 1913, 49, 54, quoted in reference 6 

” Haurowitz, F., Z. Physiol. Chem., 1930, 190, 72. 
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an increased secretion of dicarboxylic amino-acid 
peptides in the urine has also been found.’ 

Other metabolic studies have shown a profound 
disturbance of copper metabolism in hepato-lenticular 
degeneration. In 1948 Mandelbrote and his col- 
leagues* investigated the urinary excretion of copper 
in disseminated sclerosis and other demyelinating dis- 
orders of the central nervous system and in a variety 
of other neurological diseases: this work was carried 
out because of the disturbances of copper metabolism 
which had previously been found in swayback and 
enzootic ataxia—demyelinating diseases which occur 
in lambs. No disturbance of copper excretion was 
found in the demyelinating diseases, but in a single 
case of hepato-lenticular degeneration included in the 
series a high urinary copper excretion was found. 
This important finding has been repeatedly confirmed. 
As long ago as 1913 Rumpel’ recorded an increased 
copper content in the liver in this disease, and 
others'’ '''* had made isolated observations of an 
increased copper content in the brain. Cumings'* 
was able to throw light on this aspect of the problem 
by studying the copper content of the liver and brain in 
three cases of the disease. He compared the figures 
with those found in patients dying of obstructive 
jaundice and hepatic cirrhosis of other types and in 
normal livers and brains, and showed that in hepato- 
lenticular degeneration there was an abnormally high 
concentration of copper in the liver and in the brain, 
particularly in the globus pallidus and putamen. This 
association with a disturbance in the metabolism of 
a metal was of special interest, since it was previously 
known that chronic manganese poisoning may cause 
not only cirrhosis of the liver but also an extra- 
pyramidal syndrome somewhat similar to that seen 
in hepato-lenticular degeneration,’* with pathological 
changes in the globus pallidus and caudate nucleus.'* 

Further investigation of copper metabolism in 
hepato-lenticular degeneration has shown that the 
amount of copper in the serum is usually lower than 
normal, or in the low-normal range.* Holmberg and 
Laurell'* found that copper exists in the serum as a 
firmly bound metalloprotein, coeruloplasmin, and this 
substance is conspicuously lower in quantity than nor- 
mal in hepato-lenticular degeneration. There is then 
a paradox of excess deposition of copper in the brain 
and liver together with an increased urinary excretion 
of copper, suggesting that there may be increased 
absorption of the metal from the alimentary tract. 
This suggestion has been difficult to prove, but 
Matthews'’ has used radioactive copper in an 
attempt to estimate the absorption in two patients 
and four control subjects. The short half-life of 
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radioactive copper and the necessity of using small 
doses because of the potential toxicity of the metal 
make this a difficult method of investigation. A 
larger proportion of the ingested copper was recovered 
from the faeces of the controls than from those of 
the patients, but the patients passed a larger propor- 
tion in the urine than did the controls. Though the 
concentrations of copper in the plasma were not 
strikingly different, they were slightly higher in the 
patients. 

Matthews thought this investigation supported the 
Suggestion of increased copper absorption in hepato- 
lenticular degeneration, though not definitely proving 
it. It has also been suggested that the basic defect in 
the disease is a deficiency of coeruloplasmin,'* and 
that increased absorption from the gut (if in fact this 
occurs) is the result of this deficiency, the excess 
copper being deposited in the liver and basal ganglia 
and excreted in the urine. The essential connexion 
between the disturbance of copper metabolism and 
the excess urinary excretion of amino-acids and 
specific peptides is still unascertained, although 
Uzman"* thinks that the disturbance in metabolism of 
dicarboxylic amino-acid peptides may be the primary 
defect and that these peptides form strong complexes 
with copper. 

Although the fundamental biochemical lesion in 
hepato-lenticular degeneration is still by no means 
certain, the remarkable advances in knowledge about 
it in the past few years have led to some partial 
success in treatment. Cumings*’ found that dimer- 
caprol (B.A.L.) injections increased the urinary 
copper excretion ; in some patients this was accom- 
panied by improvement in their clinical condition. 
Repeated short courses of dimercaprol are at present 
the most hopeful treatment. Warnock and Neill?’ 
have kept under observation a patient in whose 
family there was a history of hepato-lenticular 
degeneration and who had signs of liver disease, 
a Kayser-Fleischer ring, and increased excretion 
of amino-acids and copper in the urine, though 
there was no clinical evidence of neurological 
disturbance. Over the course of four years this 
patient was given intermittent courses of dimercaprol, 
and no neurological symptoms had developed up to 
the time of the case being reported. Though it is not 
possible to be sure that treatment had prevented the 
development of neurological involvement, this report 
suggests that urinary estimations of amino-acids and 
copper should be carried out in siblings of patients 
with hepato-lenticular degeneration, so that prophyl- 
actic treatment with dimercaprol can be given if 
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ANOTHER MINISTRY BLUNDER 

We print elsewhere in this issue details of the 
Ministry of Health's scheme to make available through 
local authorities a limited supply of poliomyelitis 
vaccine for the inoculation of children born between 
1947 and 1954. By a fortunate coincidence we 
published a leading article on poliomyelitis vaccine in 
last week’s Journal at the time of the Ministry's 
announcement. But we were most unfortunately kept 
completely ignorant of the details of the Ministry of 
Health’s scheme and so were not in a position to give 
them to our readers. For this regrettable omission we 
must apologize on behalf of the Ministry of Health 
because we fear they are unlikely to do so themselves. 
It is deplorable that the Ministry of Health should 
fail to give the facts on a matter of such importance 
as vaccination against poliomyelitis to the medical 
press to enable it to report them, with informed com- 
ment, to the medical profession at least at the same 
time as the national newspapers report them to the 
public. The interview given by the Ministry to the 
press last week was conducted in a glare of lights and 
to the tune of television cameras, with the Minister 
of Health and his officials bashfully basking in the 
presence of such welcome publicity. The whole thing 
seems to have been a tame imitation of the unfor- 
tunate performance on the introduction of the Salk 
vaccine in the U.S.A. But at least when Americans 
go in for publicity they do it with expertise. 

For many years now we have recurrently asked the 
Ministry of Health officials to keep in mind the simple 
fact that medical matters are quite likely to be of 
interest to medical men, and to see that the medical 
press is kept at least as well informed as the lay press. 
In one reply to a protest from the Journal some years 
ago a Ministry official wrote : “ We shall certainly 
continue to try to tip you off about important reports 
or other official statements which may be in the offing. 
Quite frankly, it is usually a question of whether, in 
the heat and bustle of the moment, one can remember 

or has the time—to do so.” We were invited to let 
the Ministry know in the future when “ we have over- 
looked your special interests.” We now do so, but 
publicly, as private protests have been without effect. 

The Ministry circular on “ Poliomyelitis Vaccine ” 
is addressed to county councils and county borough 
councils, with copies to medical officers of health. 
The only technical information thus given at second 
hand to medical officers of health, and thus at third 
hand to the profession generally, is that “ the vaccine 
manufactured in this country is a Salk-type vaccine.” 
There is no information on the strains being used. 
Reference to “the vaccine” is quite misleading 
because there are differences in the vaccines manu- 
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factured by the two firms responsible for their pro- 
duction. There is no information on the culture 
medium used. There is no mention of the presence 
in the vaccine of small amounts of penicillin and 
streptomycin. It is little short of scandalous that the 
Ministry of Health should hand out material in this 
cavalier way to those who have to inject it. They are 
treating medical officers of health as not much more 
than mechanics at one end of a syringe. Bacterio- 
logists want to know—but are not informed—just in 
what respects the two British vaccines differ from the 
Salk vaccine—what strains of virus are being used ; 
what tissue the viruses are grown on (? monkey 
kidney) ; what process is used to inactivate the virus 
and whether antibiotics from the tissue-culture medium 
are present in the vaccine. It is most important, too, 
that general practitioners should know what the chil- 
dren under their care are receiving. Even though a 
sensitivity reaction to penicillin may be most unlikely, 
the general practitioner will at least be on his guard if 
he knows that his young patient has received some in 
the vaccine. It is disgraceful that this information 
has not been given. At the time of going to press 
we managed to secure some details of the vaccines 
(see p. 225). We know that recent American 
and Canadian experience is highly reassuring; we 
know that most stringent precautions are being taken ; 
we know that the Ministry has had expert guidance 
and advice and that the manufacture of the vaccine 
is in thoroughly trustworthy hands—but it is impos- 
sible to excuse this latest example of ministerial 
ineptitude. The medical profession wants from the 
Ministry of Health not a propaganda sheet but facts. 


COLOURED FOOD 

The Food Standards Committee has recently issued a 
supplement to its earlier report' on colouring matter in 
food. The supplement indicates no departure from the 
principles set out in the original report but is mainly 
concerned with representations made to the committee 
by those people likely to be affected by the original 
recommendations. For example, food manufacturers 
object to the limitation of their choice of colours which 
must inevitably follow the setting up of a permitted list 
of dyes suitable for addition to food. Before condemn- 
ing this reaction of the food manufacturers as bordering 
on the irresponsible it might be as well to try to examine 
critically the evidence that dangers to health could arise 
from the use of artificial colours in food. 

This subject forms the main part of a recent article by 
S. W. Souci,’ who calls on the teaching of Pavlov to 
explain the value of colour in food for improving its 
digestion and assimilation. He goes on to discuss certain 
resolutions on the use of chemicals in food made at 
a conference held in Bad Godesberg early in 1955. 
These resolutions include the statement which, literally 
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translated, reads: “ The additives must be proved to be 
harmless to human health.” It is hard to understand 
how any group of scientists can put their names to such 
a statement, since not one of them would advocate con- 
ducting the only kind of experiment that could con- 
ceivably provide the required proof. Proof of safety 
is impossible, though reasonable reassurance may be 
obtained by proper experimental methods. 

The main reason why the colouring of food arouses 
anxiety is that the dyes may be carcinogenic. Dimethyl- 
aminoazobenzene (“ butter yellow”), long used for the 
purpose suggested by its name, will readily produce 
liver tumours in rats, and the dye has been extensively 
used as a research tool in studying the factors that 
govern the development of these tumours. However, the 
doses needed to produce tumours in the rat far exceed 
those likely to be consumed by people fond of butter. 
Furthermore, some animals are not susceptible to its 
carcinogenic action. At the same time primary liver 
tumours are very rare in human populations free from 
parasitic diseases of the liver and gross nutritional dis- 
orders of it. Does all this amount to evidence that 
butter yellow is harmful to human health? A few 
other dyes have been shown to be carcinogenic for 
animals,® but the difficulty in producing tumours with 
these compounds raises the question of the scientific 
definition of a carcinogen and whether there are weak 
carcinogens. Cholesterol has been shown to be a 
carcinogen for mice.‘ Perhaps it is rather fastidious 
to worry about the danger from a dye no more powerful 
as a carcinogen than cholesterol and consumed in doses 
which are minute when compared to the daily intake of 
the natural steroid. Many problems of chronic toxicity 
finally turn on the possibility. that a substance might 
have a carcinogenic action, and the whole subject arouses 
considerable emotion in layman and scientist alike. The 
time seems ripe for some attempt to be made to define 
the term “ carcinogen ” and decide what tests should be 
carried out in order to determine whether a given sub- 
stance does or does not fall into this category. 

The consideration of such problems at an inter- 
national level was initiated last October by a conference 
sponsored by W.H.O. and F.A.O. on chemical additives 
to food. Only twelve of the eighty or so member States 
sent representatives, yet the conference decided that 
international action on food additives was necessary 
because “the potential health hazards were world- 
wide.” Hope of effective international control appears 
rather forlorn when a technically advanced country such 
as Britain finds so much difficulty in drawing up a list 
of dyes suitable for use in food, and it can hardly be 
supposed that international agreement will be any easier 
to achieve. The conference listed dyes, preservatives, 
and emulsifiers as the most important chemical additives, 
but preservatives are the group of real international 
importance, especially if the term is extended to include 
pesticides effective against mammals (for example, 
rodents) and insect pests as well as microbiological 

1 See British Medical Journal, January 15, 1955, p. 158. 

* Souci, S. W., Dtsch. med. Wschr., 1955, 80, 1761. 


3 Kirby, A. H. M., and Peacock, P. R., Glasg. med. J., 1949, 30, 364, 
4 Hieger, I., and Orr, S. F., Brit. J. Cancer, 1954, 8, 274. 


agents. It is undernourishment, not the sophistication 
of food, that is the major problem in the world to-day. 
Harvested crops have to be preserved and carried over 
between seasons, transported over vast distances, and 
stored under a variety of conditions of heat and 
humidity. Where the alternative is either adequate food 
or malnutrition and starvation, what is needed is an 
assurance that the pesticides and preservatives are not 
present in dangerous quantities. The absolute safety 
of the treated food can be left to future generations to 
assess when starvation on a large scale remains only a 
distant memory. It might be valuable to have inter- 
nationally recommended codes of practice for the 
correct use of such preservatives and pesticides on bulk 
crops in international trade. 

Meanwhile, though the chemists continue to study the 
dyes so as to exclude the dangerous ones, many people 
will deplore the addition of them to food, representing 
as it does the failure of the food technologist to make 
his product appetizing without the need to appeal so 
strongly to one sense only. However, we should take 
care not to condemn practices we dislike on unsub- 
stantial grounds that they may endanger health. If we 
are to make the establishment of a proof of safety a 
condition of the use of chemicals in food, then we can 
probably permit none. Indeed, if carbohydrates cause 
dental decay, fat leads to atheroma, and protein raises 
the blood pressure, have we any proof that food itself 
is safe ? 


A STRANGE NEUROLOGICAL SYNDROME 


A family has recently been reported in which the father 
and at least five of his children had an unusual neuro- 
logical disorder. The main features were athetosis, 
hypotonia, wasting of the muscles of the lower limbs, 
absent tendon reflexes, extensor plantar responses, 
mental retardation, and periodic febrile attacks with 
episodes of prolonged unconsciousness. C. C. Harvey, 
J. C. Haworth, and J. Lorber, who report it, note that 
the combination is unlike that of any of the well- 
recognized genetically determined neurological disorders 
of children. The father’s family could not be traced, 
but the fact that he had the disease and the mother had 
four neurologically normal children by a previous hus- 
band favours a genetic basis for the condition. The 
father had choreo-athetosis, pes cavus, and kypho- 
scoliosis, and had been mentally retarded since boy- 
hood. The exact course of events in the affected chil- 
dren was not easy to determine, because the mother 
herself was mentally dull. In the last three affected 
children athetosis and mental deterioration followed a 
febrile episode, before which their development seemed 
normal ; this was possibly also the course of events in 
the first two. These febrile episodes, often associated 
with loss of consciousness, recurred in family epidemics. 
In between there was gradual partial recovery, but then 
a further setback with each febrile attack. The first of 
these episodes affected four children (cases 1 to 4); the 
second, case 4 and a fifth child, who had been born 
i Harvey, C. C., Haworth J. C., and Lorber, J., Arch. Dis. Childh., 1955, 30, 
* Miller. H. G., and Gibbons, J.-L., Amn. intern. Med., 1954, 40, 755. 
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since the first episode ; case | had by then died. In 
the third outbreak cases 3, 4, and 5 were attacked, case 2 
being away from home at the time. One other child 
was born between the births of cases 4 and 5 and 
remained normal throughout, though developing a cold 
at the time of the last three febrile episodes. The only 
abnormal special finding in the attacks was that the 
electroencephalogram was grossly abnormal in two 
cases, 3 and 5, but it later returned to normal. There 
was no pleocytosis in the cerebrospinal fluid 
Interpretation of the findings is not straightforward 
The disease in the father makes it probable that genetic 
factors were in part responsible. The febrile episodes 
suggest an encephalitis attacking several members of the 
family, rather than a degenerative lesion. Familial 
attacks of encephalomyelitis are not unknown, but the 
recurrence of such attacks is very rare. In one such 
case reported by H. G. Miller and J. L. Gibbons? the 
attacks were precipitated by infections of the upper 
respiratory tract, but in that family there were no 
neurological sequelae. Harvey and his colleagues sug- 
gest that these children and their father had a genetic- 
ally determined susceptibility of the nervous system to 
encephalomyelitis, and that this encephalomyelitis was 
probably allergic rather than due to direct viral invasion. 


YOUNG CHILDREN’S DEATHS IN 
HOLLAND 


The child health services in the Netherlands have been 
concerned mainly with infants and schoolchildren, and 
the pre-school child (1-4 years old) has not had much 
organized care. Dr. H. H. Van Gelderen has carried out 
an elaborate study' of mortality among pre-school 
children in the Netherlands and shows that the mortality 
at ages 1-4 began to fall in 1875, and the death rate is 
now about one-tenth of what it was fifty years ago 
The decline was interrupted by the two world wars. In 
1948-50 the death rate for pre-school children in the 
Netherlands was 184.0 per 100,000, compared with 154.2 
for England and Wales, 152.9 for Denmark, and 119.1 
for Sweden. The relatively high death rate from infec- 
tious diseases of 29.0 per 100,000 compares with 3.4 in 
Sweden and 12.1 in England and Wales. The disease 
which is mainly responsible for this difference is diph- 
theria: the death rate for this infection had fallen to 
a low figure in the immediate pre-war years, but it rose 
during the war and by 1945 was 70 times the pre-war 
figure with a rate of over 220 per 100,000. The rate fell 
quickly to just under 20 by 1948, but since then the 
improvement has been slow and the rate in 1953 was 
almost three times what it had been before the war. The 
death rate from violence (49.9) was high, being almost 
twice that of England and Wales, but, on the other hand, 
mortality from respiratory diseases (15.7) was low, not 
much more than half that of England and Wales. Death 
from accidental drowning is a much greater risk among 
the pre-school children of the Netherlands than in 


‘Van Gelderen, H. H., Verh. Inst. pracy. Geneesk., 28, 1955, “ Pre-school 
Child Mortality in the Netherlands.” 
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England and Wales, for it accounted for 40% of the 
fatal accidents, compared with 19% in England and 
Wales. Traffic accidents and burns formed 30% and 
10% respectively of the total fatal accidents in the 
Netherlands and 36% and 15% in England and Wales. 
The death rate from accidents is higher in the rural 
areas than in the towns in both countries. 

Dr. Van Gelderen suggests that the mortality at ages 
1-4 is a better criterion of social and hygienic conditions 
than the infant mortality. British workers have made 
the same suggestion. The death rate of the pre-school 
children began to fall before the infant mortality, and 
it has declined, relatively, more than the death rate at 
any other age. In England and Wales the ratio of the 
rural death rates to the urban has been greater at each 
age between | and § than at under age |. During the 
last decades of the last century the highest ratio was at 
ages 2-3, but since 1911 the ratio has been highest at 
ages 1-2. In England and Wales the change in the 
death rate can be illustrated from the life tables. Until 
1880 the maximum expectation of life was at age 4, and 
it is now at age |, being approximately one year more 
than at birth. The chief difficulty of using the death 
rate of the pre-school children as a method of com- 
parison, especially within small regions, is the difficulty 
of estimating the rate, since the population at risk is 
only known exactly at census years. Infant mortality 
is easily calculated since the births and deaths are known. 


BRITISH JOURNAL OF TUBERCULOSIS 


With its first issue in the new year the British Journal of 
Tuberculosis and Diseases of the Chest celebrates its 
golden jubilee—an occasion also happily commemorated 
at a dinner given by the editor and publishers in London 
last Tuesday. The journal was founded and edited for 
nearly a quarter of a century by the late Dr. T. N. 
Kelynack, who was one of the most vigorous physicians 
of his day in promoting the welfare of tuberculous 
patients. The present editor, Dr. Philip Elliman, has 
gathered a most distinguished list of contributors to 
the jubilee number. Sir Arthur MacNalty, Sir William 
Savage, Sir Robert Young, and Professor Charles 
Cameron discuss-changes in the control and treatment 
of tuberculosis during the last fifty years in Britain, and 
papers from Canada, Australia, South Africa, and New 
Zealand describe how the challenge of this disease has 
been met in the Commonwealth. The inclusion of 
articles on thoracic and cardiac surgery by Sir Clement 
Price Thomas and Mr. T. Holmes Sellors emphasizes 
the point made by Sir John Charles in his foreword and 
in the comment of a previous editor, Dr. Clifford Hoyle, 
that the decision to include all diseases of the chest 
within the sphere of the journal was a timely one. The 
jubilee number aptly reflects the brighter outlook which 
antibiotics and surgery have given to the treatment of 
tuberculosis, but, as a warning against over-confidence, 
Dr. Maurice Davidson, summing-up the advances of 
recent years, reminds his readers that the need for 
accurate bedside observation and unhurried clinical 
judgment is still as great as it was fifty years ago. 
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Ready-to-use long acting penicillin 


Its name is BENAPEN—an aqueous ready-to-use suspension 
of benethamine penicillin, the ultra-long acting preparation 
developed in the Glaxo Research Laboratories. 2 cc. of 
Benapen provide a therapeutically adequate level of 
penicillin maintained for up to four days—a level sufficient 
to overcome infections that are fully sensitive to the drug. 


In silicone-treated vials of ten 1 cc. doses (300,000 units per ce. 


~BENAPEN | 


NEW, 3-in-I penicillin 


TRIPLOPEN, Glaxo’s new penicillin, combines in a single 
preparation the advantages of a highly initial bactericidal 
level of penicillin plus ultra-prolonged bacteriostatic action. 
Its substantial dose of sodium penicillin produces a very high 
immediate peak concentration, rapidly killing the bulk 

of the invading bacteria. The advantages gained by this 
initial attack is supported during the following 24 hours with 
procaine penicillin, and continued for 3 to 4 days by Benapen. 


Serum concentrations produced by a single intramuscular injection of Triplopen. 
Time in hours 3 6 12 | 24 | 72 % 
Average penicillin 8-70 1-66 87 26 “13 ‘07 03 
concentration in 
units ml 


Triplopen is issued as a dry powder having the following formula: 
Benapen, 500,000 units; procaine penicillin, 250,000 units; ‘ 
sodium penicillin G, 500,000 units. 

Free-flowing: When water is added Triplopen suspends immediately to make 
an unusually fluid injection which passes easily through a 29 s.w.c. 


needle without clogging. Jn single-dose vials in individual cartons and boxes of ten 
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Case histories in ever-growing numbers are 
repeatedly telling the success story of ACHROMYCIN tetracycline. 
Clinical results are demonstrating to specialist and practitioner alike 
that here is a truly remarkable antibiotic — unsurpassed in its anti- 
bacterial range and singularly free from toxicity. Indeed, in the eyes 
of more and more doctors, ACHROmMYCIN is today acknowledged as 
the rational first choice among antibiotics ... the surest means of 


striking decisively against invading infection. 


For greater comfort... potency... economy 


ACHROMYCIN 


TETRACYCLINE 


Acnnomyctn Tetracycline is available in the following forms ACHROMYCIN 
CAPSULES TABLETS SOLUBLE TABLETS EAR 
SOLUTION INTRAMUSCLULAR + INTRAVENOUS 
OINTMENT OPHTHALMIC OINTMENT 1% 


g 

c 
OPHTHALMIC STERILIZED ORAL SUSPENSION & SS 
PEDIATRIC DROPS SPERSOIDS* Dispersible Powder 3 
SYRUP + TROCHES i 


* Registered Trade Mark 


LEDERLE LABORATORIES DIVISION 


Gyanaimid Products Lid BUSH HOUSE, LONDON, W.C.2. TEMPLE BAR $412 
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EMERGENCIES IN) GENERAL PRACTICE 
ANAESTHETIC EMERGENCIES 


WILLIAM Ww. MUSHIN, M.A., M.B., D.A., F.F.A. R.C.S, 


Professor of Anaesthetics, Welsh 


A considerable number of preventable deaths occur 
every year directly due to anaesthesia. In circumstances 
of emergency the occasional anaesthetist may be un- 
certain of the proper action to take in order to avert 
an accident. That such emergencies occur, with a fre- 
quency in inverse proportion to the experience of the 
anaesthetist, confirms that most are preventable. This 
paper draws attention to some of the main emergencies 
and to a number of points which, if attended to, will go 
a long way to preventing others from arising. 


Respiratory Obstruction 


The need for a clear airway has always been emphasized 
by teachers of anaesthetics, yet obstruction of the airway 
remains one of the chief causes of difficulty and danger 
during inhalation anaesthesia. A clear airway is denoted by 
silent breathing, free expansion of the chest at each inspira- 
tion, a bright pink colour of the lips and ears, and a com- 
plete absence of those certain signs of obstruction—sucking 
in of the intercostal and supraclavicular spaces, and working 
of the alae nasi muscles. 

The obstruction is commonly due to relaxation of the 
tongue, secretion, laryngeal spasm, or a foreign body. 
Obstruction due to the tongue is recognized by the typical 
sound of snoring ; that due to laryngeal spasm is shown by 
a voice sound or phonation. The first indicates too deep 
anaesthesia, the second too light. There should be little 
difficulty in distinguishing between them. The common 
foreign body to cause obstruction is a swab or sponge orig- 
inally placed in the tonsillar fossa or pharynx which has 
become lodged in the glottis. Its removal is easy with the 
aid of a laryngoscope. 

Respiratory obstruction characterized by snoring is re- 
lieved by lifting the jaw so that the lower teeth protrude in 
front of the upper. By shifting the mandible in this way the 
tongue, which is attached to the back of the bone, is also 
moved the small distance necessary to separate it from the 
posterior pharyngeal wall. A rubber or metal artificial air- 
way should always be inserted whenever an inhalation 
anaesthetic is administered. It will help to prevent this 
tvpe of obstruction. 

Laryngeal spasm is reflex in nature. The exciting cause 
may be the anaesthetic vapour itself, a foreign body in the 
shape of an airway, or perhaps a drop of gastric content 
on the cords, or stimuli from the operation area. If the 
operation is temporarily suspended, the strength of anaes- 
thetic vapour reduced, and any foreign body stimulating the 
larynx removed, the laryngeal spasm will cease and the 
anaesthetic can then be continued with ease. 


Inhalation of Vomit 


This is now known to account for a high proportion of 
the deaths attributable to anaesthesia. Vomiting is a not 
intrequent accompaniment of inhalation anaesthesia during 
both induction and light anaesthesia, and also during re- 
covery, particularly if ether is used. Vomiting is also a 
feature of certain pathological states, notably pyloric 
obstruction and intestinal obstruction. 

Except for emergency operations, an inhalation anaes- 
thetic should on no account be administered within four 
hours of a meal. No considerations of expediency should 
overrule this. In emergencies the anaesthetist should not 
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hesitate to pass a large-bore (that is, | cm. outside diameter) 
stomach tube so that the stomach may be emptied and any 
further vomitus may have a ready passage to the exterior. 
A large tube should also invariably be inserted before the 
anaesthetic is started in all cases known to have pyloric 
obstruction, and in every case where intestinal obstruction is 
suspected. If a patient should vomit during or after opera- 
tion, the proper treatment is to turn him on his side (if he 
is not already in that position) and lower his head. Gravity 
allows the vomit to run out of the patient's mouth on to the 
floor, and not into his respiratory tract, where it may have 
lethal consequences. Patients known to have pyloric or 
intestinal obstruction, or who are liable to vomit, should be 
anaesthetized from the start in a head-down tilt. It is best 
to have them on the operation table so that the tilt can be 
increased if necessary. Diabetics should not be given glu- 
cose by mouth in preparation for an anaesthetic, but by 
intravenous injection, otherwise a large volume of water will 
collect in the stomach as a result of osmosis ; its inhalation 
has caused the death of many diabetics. 


Respiratory Arrest 

“ Physiological apnoea” is the result of hyperventilation 
in the early stages of the anaesthetic. Cessation of respira- 
tory movements due to complete respiratory obstruction is 
recognized without much difficulty. The dangerous form of 
respiratory arrest (because sometimes it is not recognized 
and treated promptly enough) is that due to overdose of the 
anaesthetic. It is particularly likely to happen with ethyl 
chloride, cyclopropane, thiopentone, and chloroform. In the 
case of thiopentone, overdose is generally the result of 
certain misconceptions. There is no “dose” of thiopen- 
tone. Each patient should receive the dose which produces 
the desired effect and no more. This effect must therefore 
be known beforehand. Thiopentone is chiefly used to put 
the patient to sleep, and as soon as this occurs, as indicated 
by his ceasing to answer questions, the injection must stop. 
Thiopentone is not an “ anaesthetic.” Like all the barbi- 
turates, it has little or no effect on pain or on reflexes arising 
from it. Even though a patient is unconscious, he may stil] 
respond to pain by movement. If further thiopentone is 
administered to obliterate these motor responses, respiration 
will almost certainly cease simultaneously with their aboli- 
tion. It is therefore dangerous to use thiopentone as the 
sole anaesthetic unless the administrator is prepared to per- 
form artificial respiration in a high proportion of cases. 
The treatment of respiratory arrest due to overdose of any 
anaesthetic consists in stopping any further administration 
of the drug and performing artificial respiration, so that 
oxygenation continues until sufficient anaesthetic has been 
excreted for the respiratory centre to start activity spon- 
taneously. 

Of the various methods of artificial respiration which are 
described in books the only one suitable for clinical circum- 
stances is inflation of the lungs. This is done either by 
rhythmically squeezing a bag full of air or oxygen in 
communication with the respiratory tract, or by applying 
the lips to those of the patient and inflating the lungs after 
the manner of Elisha. An elegant but simple way of per- 
forming this latter mancuvre is to place a rubber face- 
mask on the patient's face and, with a piece of gauze as 
a crude filter, to blow into the patient’s chest. The expira- 
tory gases are adequate for resuscitation, and this simple 
manceuvre will undoubtedly save many lives in the future 
as it has in the past. Artificial respiration must be main- 
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tained until the patient begins to breathe spontaneously 
The efficacy of the manceuvre will be shown by a pink skin 
and contracting pupils 


Cardiac Arrest 


Cardiac arrest, that most dire of all the emergencies ot 
anaesthesia, is indicated by pallor or lividity of the skin, a 
dilating pupil, and an absence of carotid pulse or heart 
sounds. Cardiac massage offers the only chance of survival 
and must be carried out within a minute or two if it is to be 
successful. Naturally someone experienced in surgical tech- 
nique is likely to be more successful than one who is not, 
but it is better to try and fail than not to try at all. In 
spite of recent strictures anaesthetists are urged to attempt 
cardiac massage in these urgent circumstances if no one else 
better qualified is within easy call. 

Every anaesthetist should make himself familiar with the 
technique of at least one method of performing cardiac 
massage. The now classic method of massaging the heart 
through the diaphragm, via an epigastric incision, cannot 
be regarded as wholly satisfactory. It is probably essential 
to open the pericardium in order to perform massage effi- 
ciently, as well as to establish definitely whether the heart 
is beating satisfactorily or not and whether it is fibrillating 
An incision through the fourth intercostal space from the 
sternum outwards provides a direct, rapid, and compara- 
tively simple approach to the heart and pericardium. Time 
should not be wasted in attempts at making injections of 
drugs directly into the heart. There is little reliable evidence 
that such injections have ever restarted a heart which has 
really stopped. Perhaps the needle prick may act as a 
stimulus, but by the time this has been tried and abandoned 
valuable minutes will have elapsed. In any case, attempts 
at injections and punctures of the heart can give rise to 
haemopericardium and bruising of the muscle, making 
eventual success even more remote 


Thiopentone 


The three grave hazards of thiopentone administration 
are overdose, already discussed, intra-arterial injection, and 
extravenous injection. The needle must be placed with 
certainty within a vessel known to be a vein and the point 
of injection watched throughout the procedure so that extra- 
venous leakage will be immediately detected. Before the 
needle is inserted, the vessel should always be palpated 
without the tourniquet, to be certain that it is not puisating. 
In view of the frequency of an aberrant artery lying just 
under the skin in the region of the antecubital fossa, it is 
better to avoid this region altogether if easily accessible 
veins are present elsewhere. If the bend of the elbow must 
be used then the vein on the outer side of the biceps muscle 
should be chosen, since an artery is not likely to be en- 
countered in this situation. 

Intra-arterial injection is followed by immediate, agoniz- 
ing, burning pain in the hand, accompanied by discoloration 
of the skin of the forearm and hand. Sometimes urticaria- 
like weals appear and the radial and ulnar pulses may be- 
come impalpable. If the error is recognized at the time 
some procaine hydrochloride (10 ml. of 1%), papaverine 
hydrochloride (4 to $ gr.—11 to 32 mg.), or tolazoline hydro- 
chloride (5-20 mg.) should be injected immediately into the 
artery. This should be followed by either a brachial-plexus 
block or stellate-ganglion block to dilate as many vessels as 
possible in the limb. Thrombosis probably plays a great 
part in addition to arterial spasm in causing gangrene in 
these cases. Heparinization should therefore be maintained 
for a few days. The arm should be kept at room tempera- 
ture and there should be no hesitation in repeating the nerve 
blocks or injections of vasodilators. 

Extravenous injection of thiopentone may be followed 
by little more than local soreness or, at worst, ulceration. 
The solution, however, may come in contact with one or 
other cutaneous nerve or even with the trunk of the median 
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nerve, resulting in areas of anaesthesia with some weak- 
ness. Immediate infiltration of the area with 10-20 ml. of 
physiological saline containing hyaluronidase will dilute the 
irritant and hasten its absorption 


Convulsions 


Convulsions still occasionally occur, and the tendency on 
the part of the inexperienced anaesthetist is to underestimate 
the gravity of this condition. A common combination of 
factors leading to convulsions is warm humid weather, an 
ill toxic child with a high temperature and an infective 
process such as peritonitis, poor heat loss because of liberal 
mackintosh coverings, a large dose of atropine, and deep 
ether anaesthesia. Twitching is first noticed in the face, 
and rapidly the convulsions spread to the rest of the body, 
ultimately becoming quite violent, The respiratory spasm 
leads to cyanosis, and the patient may quickly die unless 
the spasms are lessened and adequate pulmonary ventilation 
carried out. In these circumstances the administration ot 
the anaesthetic is stopped immediately, the mackintosh 
coverings removed, the temperature of the room lowered 
by every means possible, and a small dose of thiopentone 
injected intravenously. The latter should be made up in 
dilute solution—say, 4 to 2%-——and administered very 
slowly so that overdose is avoided. In a child, as little as 
15-20 mg. of thiopentone may be all that is required; in 
an adult 200 mg. is usually more than enough. The admin- 
istration of oxygen should be maintained throughout, and, 
as soon as the convulsions lessen, inflation of the chest 
will be possible, the patient will become pink, and another 
calamity has been averted. 


Opening of a Pleural Cavity 


A pleural cavity may be opened unwittingly during a 
number of operations, those on the chest wall, the root of 
the neck, and the kidney region in particular. Such an 
event may lead to collapse of whole or part of one lung 
and grave respiratory embarrassment. The latter should 
be immediately counteracted by assisted ventilation. The 
reservoir bag is gently squeezed at the end of each inspira- 
tion, so as to expand the tidal volume a little. This helps 
to prevent paradoxical breathing, and the accompanying 
respiratory and circulatory embarrassment, until the open- 
ing in the pleura is closed and the operation completed. 


Patients with Respiratory Obstruction 


It has long been known that anaesthetizing patients with 
respiratory obstruction—for example, that due to sub- 
maxillary cellulitis—is a very hazardous procedure and 
carries with it a great risk of the patient dying within a 
few minutes of the start of anaesthetic. The reason why 
this happens is now well understood. Such patients may 
depend for their very life on the use of their accessory 
muscles of respiration. When the patient is made uncon- 
scious these muscles cease to be effective ; the respiratory 
muscles may not be sufficiently strong themselves to over- 
come the increased resistance of the respiratory tract due to 
the obstruction, and the patient dies of respiratory insuffi- 
ciency. No particular anaesthetic agent will prevent this 
calamity. All are equally dangerous. The only way to 
ensure survival of a patient with marked respiratory ob- 
struction is to relieve the obstruction before he is made 
unconscious. Such relief may take the form of tracheotomy, 
or, more commonly now, the insertion of an endotracheal 
tube through the larynx. This is not a difficult procedure. 
The pharynx, larynx, and nasal cavity are well cocainized. 
The tube can now be passed under direct vision, by means 
of a laryngoscope. If trismus is present, the tube may be 
passed quite easily through one nostril into the larynx. 
Once the obstruction has been relieved the anaesthetic then 
presents no difficulty, and any anaesthetic with which the 
practitioner is familiar may be used. 
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General Precautions 


Care should be taken that gas cylinders are not mixed 
up. Deaths still occur because cylinders of carbon dioxide 
are confused with those of nitrous oxide, and both of these 
with oxygen. Recently the distinguishing colours of gas 
cylinders were changed, and, although every operating theatre 
in the country probably still has on its wall the colour 
chart supplied by the Ministry of Health at that time, the 
occasional anaesthetist may still be uncertain of the present 
distinguishing colours. They are: 

Oxygen —White top on a black cylinder 

Nitrous oxide —Blue 

Cyclopropane —Orange 

Carbon dioxide —Grey 
These colours may be seen in British Standard 1319: 1946, 
amendment number |, June, 1952. A check should also 
always be made before an anaesthetic session that each gas 
cylinder is correctly connected by its tubing to the flowmeter 
which bears its name. 

Just occasionally it may not be fully appreciated that 
a reservoir bag is essential if a Boyle’s apparatus is used. 
Without this bag in the circuit, the patient cannot fill his 
lungs readily at the proper rate. Needless to say, the 
greatest care should be taken with ampoules to see that no 
errors are made over their contents. The same vigilance 
should extend to bottles of liquid anaesthetics. Chloroform 
and ether are both colourless liquids, but are readily dis- 
tinguished from each other by their smell. 

The patient's face should always be left uncovered unless 
this seriously interferes with the surgery. For one thing, 
this avoids trauma to the cornea by such things as towels, 
gamgee, or instruments, which can lead to the most serious 
form of “ anaesthetic eye "—that due to corneal ulceration. 
It is unlikely that ether itself would cause anything worse 
than a smart conjunctivitis. No attempt should be made 
to protect eyes by putting oil in them before the start of 
the anaesthetic, but great care should always be exercised to 
see that no anaesthetic gets near the eyes. Direct mechanical 
trauma to the cornea is the real danger. If a patient has 
unusually protuberant eyes and the operation is on the 
upper half of the body, the eyelids should be closed and 
held down by pads of lint thickly smeared with petroleum 
jelly. If the face must be covered up throughout the opera- 
tion, the occasion is probably not suitable for the 
“ occasional anaesthetist.” Deaths still occur because respir- 
atory obstruction or arrest was not noticed until it was too 
late. An easily visible face might have prevented this 
accident. 

Ether and ethyl chloride are highly inflammable, and it 
is best that they should not be used at all in the presence 
of an open fire or diathermy. If ether must be used in the 
presence of a diathermy, it is better to mix it with air than 
with oxygen. There is no excuse for open fires in these 
circumstances. If ether is going to be used the fire should 
be put out first. 


Next article on Emergencies in General Practice.— 
“Treatment of Acute Pneumonia,” by Drs. Robert Coope 
and W. S. Sutton. 


Refresher Course Book.—Copies of the second volume of 
collected articles from the Refresher Course for General Practi- 
tioners are still available at 25s. (postage—inland 1s. 6d., over- 
seas Is.) each. The first volume is now sold out. 


Clinical Pathology Book.—* Clinical Pathology in General 
Practice,”’ a collection of 39 articles on clinical pathology that 
appeared in the Journal as part of the Refresher Course for 
General Practitioners, is now available, price 21s. (postage—inland 
Is. 3d., overseas 9d.). 

Both these volumes are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
through any bookseller. 
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VACCINATION AGAINST POLIOMYELITIS 
ADMINISTRATIVE ARRANGEMENTS 


The British poliomyelitis vaccine will at first be made 


available through local health authorities, according to a 
letter sent to them last week by the Ministry of Health.’ 
Enough vaccine for 300,000 to 500,000 children aged about 
1-9 years is expected to be ready for injection before the 
end of June. These constitute less than one-tenth of the 
number of children in the selected age-group—namely, those 
born during 1947-54. Children whose parents wish them 
to be vaccinated but who are unable to be vaccinated before 
the end of June will receive priority later in the year after 
the poliomyelitis season. The vaccine will be released in 
batches as they pass the safety tests, and two injections 
spaced at least three weeks apast will be given. 

The Ministry has asked local councils to inform parents 
of how to register consent to the vaccination of their chil 
dren. By April 14 each council has to send a statement 
of the total number of acceptances for children in each 

nonth of birth in each age group to the Statistical Research 
Unit of the Medical Research Council. The children to be 
vaccinated will be chosen in accordance with a centrally 
made plan “ designed to maintain an even spread throughout 
the eligible age groups which will be based on the month 
of birth.” As each batch of vaccine becomes available “ it 
will be divided between all participating local health authori 
ties having regard to the number of children registered in 
that area.” When more vaccine is available later on, general 
practitioners will be asked to help in vaccinating. 

The manufacturers will send the vaccine direct to the 
medical officers of health, who have been asked to arrange 
in advance for the vaccine to be used as soon as possible and 
to ensure that none remains unused. After vaccination has 
started, each local authority will send to the M.R.C. Statis- 
tical Research Unit reports on all notified cases of polio- 
myelitis in its area, giving details of the patients’ vaccination 
status. This Unit will also obtain confirmatory clinical 
information from hospitals. 

The cost of the vaccine will be borne on the Ministry of 
Health Vote. Local health authorities will be offered the 
vaccine without charge, and expenditure incurred by these 
arrangements will rank for Exchequer grant. 


CONSTITUTION OF VACCINE 


At the time of going to press we were able to secure the 
following details of the two vaccines against poliomyelitis - 


The vaccines being prepared by Burroughs Wellcome and 
Glaxo differ slightly in the strain of poliomyelitis virus used. 
The Type I strain Mahoney used in the preparation of the 
Salk vaccine is considered to be unsuitable in Britain, and 
it has been replaced by a modified Brunhilde strain. In the 
Burroughs Wellcome vaccine both Type 1 and Type 2 
strains are now different from those in the Salk vac- 
cine, and the Type 3 strain will be. The Glaxo vaccine’s 
Type 2 and Type 3 strains are as in the American vaccine 
namely, M.E.F.I. and Saukett. Both vaccines will contain 
antibiotic. In the Glaxo process 200 units of penicillin and 
200 »g. of streptomycin per ml. are added to the initial 
fluid; during the subsequent processing the penicillin is 
largely inactivated, the streptomycin less so. Thus the 
final product will contain about 50-100 units of penicillin 
and something under 200 ug. of streptomycin per ml. In 
the Burroughs Wellcome vaccine the amount of antibiotic 
is likely to be similar, and work on the possibility of using 
other antibiotics is in progress. 


‘Circular 2/56 to County Councils and County Borough 
Councils. 
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CENTENARY OF THE VICTORIA CROSS 
THE AWARDS TO MEDICAL MEN 
In this centenary week of the Victoria Cross it is thought 
appropriate to record in the Journal the names of those 
medical men and medical Other Ranks who since the 
charge of the Light Brigade at Balaklava have won the 
Victoria Cross for Valour. We give their names in 
order of date of the award, and the briefest of biographi- 
cal details. It was unfortunately not possible to obtain 
portraits of all the 
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have reproduced 
only the portraits 
of the two gallant 
men who were also 


awarded the Bar. 


The Victoria 
Cross was insti- 
tuted by Queen 
Victoria on January 
29, 1856, as an 
award for con- 
spicuous bravery 
In the hundred 
vears which have 
passed since then 
1.344 Crosses and 
three Bars have 
been awarded, 38 
of them and two 
Bars to medical officers 
and two to Other Ranks 
in the medical services 
Only one of the medically 
qualified recipients 
(Brigadier J. A. Sinton) 
survives. Posthumous 
awards, not made until 
1902, have since been 
made to six medical 
officers and Lance-Cor- 
poral H. E. Harden 
After its institution a 
number of retrospective 
awards of the Cross 
were made for bravery 
in the Crimean War, 
three of them to medi- 
cal officers. 


recipients, so we 


Surgeon-Capiain A. Martin-Leake. 


RCEOW A. MARTIN-LEAa 
Te Arr ican 


Ihe Victoria Cross 
measures 1? inch square 
and is of “bronze. It is 
cast from cannon cap- 
tured at Sebastopol. The 
ribbon is scarlet (blue for 
the Royal Navy until 
1920). The Warrant 
authorizes a Bar for any 
further act of conspicuous bravery by a recipient of the 
Cross. On only three occasions since it was instituted 
has a Bar been awarded, and two of the three recipients 
were medical men—Lieutenant A. Martin-Leake and 
Captain N. G. Chavasse. 


JaMES Mouart, F.R.C.S. (1815-99). Surgeon, 6th Dragoons. 
October 26, 1854, following the charge of the Light Brigade 


— 
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at Balaklava. Gazetted June 2, 1858. Mouat was edu- 
cated at University College Hospital, London, and appointed 
Inspector-General of Hospitals in 1864. He was created 
K.C.B. in 1894. His regiment is now the Sth Royal Innis- 
killing Dragoon Guards. His Cross is at the Royal United 
Service Institution, Whitehall. 

THOMAS EGerton Hare, M.D., St. Andrews (1832-1909). 
Assistant Surgeon, 7th Fusiliers. September 8, 1855, Crimea. 
Gazetted May 5, 1857. Hale’s V.C. was sold with his other 
medals at Christie’s on July 13, 1955, for the record price 
of £420, and was presented to the R.A.M.C. Headquarters 
Mess by a retired 
officer of the Corps. 

HENRY THOMAS 
SYLVESTER, M.D.., 
Aberdeen (183 1- 
1920). Assistant 
Surgeon, 23rd Foot 
Regiment. Septem- 
ber 8, 1855, Crimea 
Gazetted November 
20, 1857 

HERBERT TAYLOR 
READE, M.R.CS 
(1828-97). Surgeon, 
61st (Gloucester) 
Regiment. Septem- 
ber 14 and 16, 1857, 
Delhi Gazetted 
February 5, 1861. 
Reade was born in 
Canada and educa- 


The Martin-Leake V.C. 


ted in Quebec and 
Dublin. He was 
Surgeon-General in 1886 
and retired in 1887. He 
died in Somerset. 

Joseph Jee, M.R.C.S. 
(1819-99). Surgeon, 78th 
Regiment Seaforth 
Highlanders). September 25, 
1857, Lucknow. Gazetted 
November 9, 1860. In 
1868 Jee became Deputy 
Inspector-General of Army 
Hospitals. He received his 
medical education in Edin- 
burgh and London. 

VALENTINE MUNBEE 
McMaster, M.D., Edin- 
burgh (1834-72). Assistant 
Surgeon, 78th Regiment 
(2nd Seaforths). Septem- 
ber 25, 1857, Lucknow. 
Gazetted June 18, 1858. 

ANTHONY DicksON HOME, 
M.D., St. Andrews (1826- 
1914). Surgeon, 90th Foot 
Regiment. September 26, 
1857, Lucknow. Gazetted 
June 18, 1858. Home was 
created K.C.B. in 1874 and 
was promoted Surgeon- 
General in 1880. 

WILLIAM BRADSHAW, 
L.R.C.S.1. (1830-61). Assistant Surgeon, 90th Foot Regi- 
ment. September 26, 1857, Lucknow. Gazetted June 18, 
1858. 

ARTHUR FitzGiBBon. Hospital apprentice, Indian Medi- 
cal Establishment. August 21, 1860, North Taku Fort. 
Gazetted August 13, 1861. 


Temp e, M.B., L.R.C.S.1. (1833-1919). Assistant 
Surgeon, Royal Artillery. November 20, 1863, Rangiriri, 
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DAE OF AMPHENAZOLE 


2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “Daptazole’’ and Morphine 
published in the “British Medical Journal’’ of 21st January, 1956, 
confirms that the administration of “Daptazole’’ with large doses 
of Morphine results in the alleviation of the intractable pain of 


terminal carcinoma. 


“Administration of large amounts of morphine | 

without respiratory depression, narcosis or depres- 

In this paper 
sion of the cough reflex; amiphenazole apparently 


: the results of the treatment in prevents~ the onset of any marked tolerance to 


127 cases are 
described and the main 


advantages of the com 


morphine, and possesses a central nervous stimu- 
lant action of the caffeine type; and treated cases 
have a bright mental outlook under otherwise 
bination summarized thus:— hopeless conditions.” 
Further information and literature available to the 


medical profession on request. 


NICHOLAS PRODUCTS LABORATORIES LIMITED 
BUCKINGHAM AVENUE, SLOUGH, BUCKS. 
Telephone: Slough 22381/5. 
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SCVCTC 


gastric irritant 


FURTHER RESEARCH has now been done into the irritant effects of aspirin upon 


the gastrie mucosa. A detailed report on this work appears under the heading 
*Aspirin and Ulcer” in the B.M.J., July 2, 1955. 


The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: ~ In 
conclusion it is suggested that aspirin should 
never be given to patients with peptic uleera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an 
imstruction should be given a prominent 
place in peptic uleer advice charts, usually in 
place of much that could be safely left out. 
Some of these patients took aspirin on a full 


stomach only in powder form, with serious 


results, and. although this method almost 
certainly mitigates its irritant effects, it does 
not guarantee immunity. Calcium aspirin does 
not have this irritant action unless it has de- 
teriorated through standing, and it can be 
used with impunity, especially if prescribed in 
soluble form. This simple measure would, in 
our opinion, cut down significantly the inei- 
dence of haematemesis and exacerbations of 


ulcer symptoms.” 


SO LP RI N provides calcium aspirin in pure and stable form 
CODIS is a compound tablet that provides codeine and phenacetin 


and ealeium aspirin, in place of the ordinary aspirin in 
lab. Codein. Co. 


Jan. 28, 1956 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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was educated at Trinity College, Dublin, retired with the 
rank of Lieutenant-Colonel. 

WILLIAM GeorGE NICHOLAS MANLey, M.R.C.S. (1831- 
1901). Assistant Surgeon, Ordnance Medical Department. 
April 29, 1864, Tauranga, New Zealand. Gazetted Septem- 
ber 23, 1864. Promoted Surgeon-General ; retired 1884; 
C.B., 1884. 

CAMPBELL Mittis DouGias, M.D., Edinburgh (1840-1909). 
Assistant Surgeon, 24th Regiment (South Wales Borderers). 
May 7, 1867, Little Andaman Island. Gazetted Decem- 
ber 17, 1867. This is the only instance of the award of 
the V.C. to a medical man for an act of bravery not under 
fire. Retired with the rank of ‘Brigade Surgeon in 1882. 
Douglas was born in Quebec and died in Wells, Somerset. 

James Henry ReyNoips, M.B., Ch.B. (1844-1932). Sur- 
geon, Army Medical Department. January 22 and 23, 1879, 
Rorke’s Drift, Zululand. Gazetted June 17, 1879. Reynolds 
was awarded the Gold Medal of the British Medical Associa- 
tion in the same year. He was educated at Trinity College, 
Dublin. He retired as Lieutenant-Colonel, R.A.M.C., in 1896. 

EDMUND Baron Hartiey, M.R.C.S., L.R.C.P. (1847-1919). 
Surgeon-Major, Cape Mounted Riflemen. June 5, 1879, 
Moirosi’s Mountain, Basutoland. Gazetted October 7, 
1881. From 1867 to 1869 Hartley was a clerk in H.M. 
Inland Revenue but resigned to take up medicine at 
St. George’s Hospital. He was founder and first Colonel 
Commandant of the South African Medical Corps. His 
V.C. is now in the R.A.M.C. Headquarters Mess, Millbank. 

Joun Freperick McCrea, M.R.C.S., L.R.C.P. (1854-94). 
Surgeon, Cape Mounted Yeomanry. January 14, 1881, 
Tweefontein, Basutoland. Gazetted June 28, 1881. McCrea 
was promoted Surgeon-Major and transferred to the Cape 
Mounted Rifles. He died during service with his regi- 
ment. The V.C. was the only decoration or medal McCrea 
wore (the Basuto War Medal was not issued until many 
years later). 

Joun Crimmin, L.K.Q.C.P., L.R.C.S.1. (1859-1945). Sur- 
geon, Bombay Medical Service. January 1, 1889, Lwekaw, 
Burma. Gazetted September 17, 1889. Crimmin retired as 
Colonel in 1919 and died at Wells, Somerset. 

FERDINAND SIMEON LE Quesne, M.R.C.S., L.R.C.P. (1863- 
1950). Surgeon-Captain, Army Medical Staff. May 4, 1889, 
Tartun, Upper Burma. Gazetted October 29, 1889. 
Le Quesne received his medical éducation at King’s College 
Hospital. He became Lieutenant-Colonel in 1906 and 
retired in 1918. 

Owen EpwarpD  PENNEFATHER Lioyp,  L.R.CS., 
L.R.C.P.Edin. (1854-1941). Surgeon-Major, Army Medi- 
cal Staff. January 6, 1893, Sima, Burma. Gazetted 
January 2, 1894. Lloyd became Colonel in 1905 and 
Surgeon-General in 1909. He retired in 1913 and rejoined 
in August, 1914, serving as D.M.S., Southern Command. 
From 1922 to 1924 he was a Colone! Commandant, R.A.M.C. 
He was made C.B. in 1910 and K.C.B. in 1919. 

Harry FrRepericK M.R.C.S., L.R.C.P. 
(1866-1907). Surgeon-Captain, 1.M.S. March 3, 1895, 
‘Chitral. Gazetted July 16, 1895. For his act of bravery 
Whitchurch was also awarded the Gold Medal of the British 
Medical Association. He received his medical education at 
St. Bartholomew’s Hospital. As Surgeon-Major he died of 
enteric fever while stationed at Dharmsala, Punjab. 

Jos M.D. (1863-1903). Surgeon, 
Royal Navy. September 6, 1898, Candia, Crete. Gazetted 
December 2, 1898. Maillard studied medicine at Guy's Hos- 
pital. He was promoted staff-surgeon in 1899 and retired 
in 1902. This is the only award of the V.C. to a naval 
medical officer. 

Bastiz, M.B., Glasgow (1859-1920). Major, 
R.A.M.C., December 15, 1899, Colenso. Gazetted April 
20, 1900. The act for which Babtie received his V.C. 
included the rescue under fire of Lieutenant F. S. Roberts. 
son of Lord Roberts. From 1901-6 he was Assistant 


cal Services, and from 1910-14 Deputy Director-General 
of Medical Services. During the first world war he was 
D.M.S., India (1914-15), and Principal D.M.S., Mediter- 
ranean (1915-16). He was created K.C.M.G. in 1916 and 
K.C.B. in 1919, when he retired as Lieutenant-General. He 
was a member of the Council of the B.M.A. 

Henry EDWARD MANNING (1875-1939). 
Lieutenant, R.A.M.C. December 11, 1899, Magersfontein. 
Gazetted March 29, 1901. Douglas was educated at Edin- 
burgh and took the Scottish triple qualification. He saw 
service in the Balkan campaign of 1913 with the Greek 
forces and was in France for over four years in the 1914- 
18 war. He was D.D.M.S., Scottish Command, 1926, and 
later in the same year was appointed Commandant of the 
Royal Army Medical College, Millbank. In 1929 he was 
promoted Major-General and became D.D.MS., Southern 
Command, India. He retired in 1933. His V.C. is now in 
the R.A.M.C. Headquarters Mess, Millbank. 

EpGAR THOMAS INKSON, M.R.C.S., L.R.C.P. (1872-1947). 
Lieutenant, R.A.M.C. February 24, 1900, Colenso. 
Gazetted January 15, 1901. Inkson served throughout the 
first world war and retired as Colonel in 1926. He was 
educated at University College Hospital, London. 

WILLIAM HENRY SNYDER NICKERSON, M.B., Ch.B., Man- 
chester (1875-1954). Lieutenant, R.A.M.C. April 20, 1900, 
Wakkerstroom. Gazetted February 12, 1901. This was the 
first V.C. awarded by King Edward VII. Nickerson served 
in Africa throughout every day of the Boer War from 
August 11, 1899, to May 31, 1902. He served as a Major in 
the first world war. Throughout his career he earned rapid 
promotion and reached the rank of Major-General. He 
was appointed C.M.G., 1916, was D.M.S., India, 1927-33, 
when he retired, and Colonel Commandant, R.A.M.C., 
1933-45. In the second world war he served as medical 
officer in an Atlantic convoy, in the P.L.A. River Emer- 
gency Service, and in the Home Guard. 

NEVILLE ReGinaLD Howse, F.R.C.S. (1863-1930). Cap- 
tain, New South Wales Army Medical Corps. July 24, 
1900, Vredefort. Gazetted June 4, 1901. Howse was born in 
Somerset, educated at the London Hospital, and went to 
Australia in 1889. In 1914 he was promoted Lieutenant- 
Colonel and later Colonel and A.D.M.S., Ist Australian 
Division. He was responsible for the medical arrangements 
for Anzac in Gallipoli. In November, 1915, he was pro- 
moted Surgeon-General and D.A.N.Z.M.S., and soon after- 
wards D.G.MS., Australian Imperial Forces. Created 
K.C.B. 1917 and K.C.M.G. 1919. In Australia he was 
Minister for Defence and Health (1927-8). He died in 
London. 

THomas JosepH CREAN, L.R.C.P.&S.1. (1873-1923). 
Surgeon-Captain, R.A.M.C. December 18, 1901, Tygers- 
kloof. Gazetted February 11, 1902. Crean, who received 
his medical education at the Irish College of Surgeons, 
Dublin, enlisted as a trooper in the Imperial Light Horse, 
was commissioned Captain in 1900, but resigned in 1901 to 
become Surgeon-Captain. He served in the war of 1914- 
18, and retired with the rank of Major. He was made an 
honorary F.R.C.S. Ireland in 1902. 

ARTHUR MARTIN-LEAKE, F.R.C.S. (1874-1953). Surgeon- 
Captain, South African Constabulary. February 8, 1902, 
Viakfontein. Gazetted May 13, 1902. Martin-Leake was 
educated at University College Hospital. He enlisted in the 
Hertfordshire Yeomanry as a trooper and joined the South 
African Constabulary as Surgeon-Captain as soon as it was 
formed by Baden-Powell. Became F.R.C.S. in 1903. He 
served in the Balkan War of 1912-13, in the 1914-18 war 
(Lieutenant, R.A.M.C.), and as commandant of a mobile 
medical unit in Hertfordshire during the last war. 

A bar to the VC. was awarded to Lieutenant Martin- 
Leake for bravery during the period October 29 to Novem- 
ber 8, 1914, at Zonnebeke. Gazetted (as Clasp) February 
18, 1915. This was the first award of a Bar to the V.C. 
Martin-Leake was awarded the Gold Medal of the British 
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Medical Association in 1915, He subsequently attained the 
rank of Lieutenant-Colonel. He bequeathed his V.C. and 
Bar to the R.A.M.C. (see Army med. Serv. Mag., 1955, 7, 
101) 

Henry SHERWOOD RANKEN, M.B., Ch_B., M.R.C.P. (1883 
1914). Captain, R.A.M<4 September 19 and 20, 1914, 
Hautvesnes. Gazetted November 16, 1914. Ranken per 
formed his act of bravery despite a mortal wound, from 
which he died on September 25. His V.C. was the first 
awarded to a medical officer in the 1914-18 war and the first 
posthumous medical award. Ranken was previously a 
member of the Sudan Sleeping Sickness Commission and 
published important papers on the experimental treatment 
of trypanosomiasis. His sword is now in the R.A.M< 
Historical Museum. 

FRaNcts ALEXANDER CARRON ScCRIMGER, F.A.C.S. (1880 
1937). Captain, Canadian Army Medical Corps. April 22 to 
25, 1915, Ypres. 
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and Bar hang beneath his portrait at St. Peter's Hall, Oxford, 
founded by his twin brother, the Bishop of Rochester, in 
memory of their father, the late Bishop of Liverpool. 
Captain Chavasse was educated at Liverpool and Oxford. 

Harotp Ackroyb, M.D. (1877-1917). Captain, R.A.M.C. 
European War, July, 1917. Gazetted posthumously, Sep- 
tember 6, 1917. Captain Ackroyd was killed in action on 
August 11. He received his medical education at Cambridge 
and Guy’s Hospital. 

Joun Fox Russett, L.M.S.S.A. (1892-1917). Captain, 
R.A.M.C. November 6, 1917, Palestine. Gazetted January 
11, 1918. Posthumous award. Captain Russell, who studied 
medicine at the Middlesex Hospital, was killed during the 
performance of the deed which earned him the V.C. His 
Cross is now in the R.A.M.C. Headquarters Mess, Millbank. 

BELLENDEN SetyMour HutcHeson, M.D. (1883-1954). 
Captain, Canadian Army Medical Corps. September 2, 

1918, France. 


Gazetted June 23. 
1915. Scrimger was 


born in Canada and ie 


He belonged to a 


branch of the Scrym- eo | 

geour family, the 
head of which is 
Hereditary Royal 
Standard-Bearer for 
Scotland, an honour 
won by Alexander 
Carron during the 
reign of Alexander Il 
of Scotland, Scrim- 
ger reached the rank 
of Lieutenant- 


“aE Gazetted December 
14, 1918. Captain 
a =| Hutcheson was an 
American physician 
who qualified from 


Nort 
University School of 
Medicine, Chicago, 
in 1906. He re- 
turned to practise in 
Cairo, Illinois, where 


he died on April 9, 
1954. 


HENRY JOHN 
ANDREWS, M.B.E., 
M.D. (1871 - 1919). 
Captain, Indian 
Medical Service. 


Colonel, and was 
chief surgeon to the 
Royal Victoria Hos- 
pital, Montreal, and 
was associate professor of surgery at McGill University. 

Georce ALLAN MALLING, M.B., B.Ch. (1888-1929). 
Lieutenant, R.A.M.C. September 25, 1915, Fauquissart. 
Gazetted November 18, 1915. Maling received his medical 
education at Oxford and St. Thomas's Hospital. He sub- 
sequently entered general practice in south-east London. 

JOHN ALEXANDER SINTON, M.B., B.Ch. (6. 1884). Captain, 
Indian Medical Service. European War. Gazetted June 21, 
1916. He retired with the rank of Lieutenant-Colonel (Hon. 
Brigadier) in 1938, but returned to serve in the war of 1939— 
45. Colonel Sinton was educated at Queen's College, Belfast, 
and at the Liverpool School of Tropical Medicine. He was 
Director of the Malaria Survey of India. Elected F.R.S.. 
1946, and is a Pro-Chancellor of Queen's University, Belfast. 
He is D.Sc. and Hon. M.D. of that University. His publi- 
cations include papers on malaria and entomology. 

Joun Lestie Green, M.R.C.S., L.R.C.P. (1888-1916). 
Captain, R.A.M.C. July 1, 1916, European War. Gazetted 
August 5, 1916. Posthumous award. Captain Green was 
killed whilst performing his act of bravery. He was 
educated at Cambridge and St. Bartholomew's Hospital. 

WILLIAM BARNSLEY ALLEN, M.B., Ch.B., Sheffield (1892- 
1933). Captain, R.A.M.C. September 3, 1916, Mesmil. 
Somme. Gazetted October 26, 1916. He retired with the 
rank of Major in 1923 and went into practice at Hounslow, 
Middlesex. 

Gopvrrey Cuavasse, M.B., B.Ch. (1884-1917). Cap- 
tain, R.A.M.C. August 9, 1916, Guillemont. Gazetted 
October 26, 1916. 

A Bar to the V.C. was posthumously gazetted on Septem- 
ber 14, 1917, for deeds between July 31 and August 2, 1917, 
at Wieltje, Belgium. Captain Chavasse died on August 4, 
1917, of wounds sustained during the act for which he re- 
ceived the Bar. He was posthumously awarded the Gold 
Medal of the British Medical Association, 1919. His V.C. 


A corner of the R.A.M.C. Museum at Crookham, showing the Martin-Leake 
decorations surmounting the Rolls of Honour and flanked by pictures of 29 
recipients of the Victoria Cross. 


October 22, 1919, 
Khajuri Post, Waziri- 
stan. Gazetted Sep- 
tember 10, 1920. Posthumous award for an act of bravery 
during which Captain Andrews lost his life. He was an 
officer in the Salvation Army, and interrupted his work in 
India in order to qualify in medicine. He studied in the 
United States and obtained his degree at Chicago. 


Other Ranks 

JoserH JOHN FARMER (1854-1930). Lance-Corporal, Army 
Hospital Corps. February 27, 1881, Majuba Mountain. 
Gazetted May 17, 1881. He later became a house-painter 
in London. 

Henry Eric Harden (1912-45). Lance-Corporal, R.A.M.C. 
January 23, 1945, Holland. Gazetted March 8, 1945. Post- 
humous award for an act during which Lance-Corporal 
Harden lost his life. His V.C. is at present on loan to the 
R.A.MC., Millbank. 


We are indebted to Major-General R. E. Barnsley, C.B., M.C., 
for help and advice in the preparation of the above list 
and for the loan of photographs. The late Sir O’Moore Creagh’s 
The V.C. and D.S.O., Vol. 1, London, 1924, has been of con- 
siderable assistance, and a recent article on medical V.C.s (Army 
Medical Services Magazine, 1955, 7, 71) has provided a useful 
check; it includes some interesting facts on the award. The 
photograph of Surgeon-Captain Martin-Leake is by Downer, of 
Watford, and is reproduced from History of the Victoria Cross. 
by P. A. Wilkins, London, Archibald Constable, 1904. 


The Dental Board of the United Kingdom has recently 
published a booklet for distribution to schools entitled 
Dentistry: a Career and a Future. This sets out very 
clearly, and with plenty of photographs, what the oppor- 
tunities in dentistry are, both in general practice and in 
salaried appointments; what the scope for research is; 
and what dental training consists in, its cost, and the pre- 
entry qualifications demanded. 
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in one tablet 


RAUWILOID 


the treatment choice for 


moderate 10 severe hyp arlension 


The combined action of the Riker alkaloidal extracts “RAUWILOID’® and *“VERILOID’ provides a striking 
example of drug complementation. The response seems to be greater than simple summation of the two effects, 
and consequently the patient actually requires less of the more potent ‘Veriloid’. The margin between the 
required hypotensive dose of *Veriloid’ and that causing emesis is effectively widened by the presence of the 
*Rauwiloid’ and enables satisfactory treatment to be carried out with the minimum of discomfort to the patient 


**The addition of Rauwiloid makes Veriloid easier to administer and practically does away with unpleasant side reactions’ 
Amer. J. Med. (1954), 17 : 629 


RAUWILOID- VERILOID 

is a unique preparation of alkaloidal hydro- a fractionated alkaloida! extract of Veratrum 
chlorides of Rauwolfia  serpentina accurately viride which is biologically standardized. 
standardized. 


RAUWILOID+VERILOID— 

is presented in bottles of 25, 100 (approximately one 

month’s treatment) and 500 tablets. Each tablet 

contains | mg. of *Rauwiloid’ and 3 mg. of ‘Veriloid’. 
Detailed literature supplied on request. 


ADVERTISEMENT 


fo =~ *Rauwiloid’ and ‘Veriloid’ are registered trade marks. Registered users: 

( RIKER ) RIKER LABORATORIES LIMITED 

LOUGHBOROUGH, LEICcs., 
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Simple treatment 


of morning sickness — 


ADVERTISEMENT 


DUACTIN is a convenient combination of 
a very effective therapeutic agent for morning 


sickness pyridoxine hydrochloride —- and 
phenobarbitone. 
Treatment consists of 2 tablets 3 times on the _—_—— ; 
first day (6 tablets), followed by 3-4 tablets ee | 
daily on the next 4-5 days. ee. 
DUACTIN is available in packs of 20, 100 ————— 
and 250 tablets. 
Literature 
DUACTIN... Go 
Pyridoxine hydrochloride 20 mg. 
Phenobarbitone 16 mg. 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE: LONDON, W.C.2 
Telephone : Temple Bar 6785/6/7, 0251/2 Telegrams : MENFORMON, RAND, LONDON 


BOLDOLAXINE 


PHYTOTHERAPEUTIC TREATMENT OF CONSTIPATION 


DEFINITION INDICATIONS 


BOLDOLAXINE derives its action principall 
from the fresh leaves of the BOLDO TRE 
(Peumus Boldus), a native Chilean Tree. 
Physiological and clinical observations from 
tests carried out warrant our offering this 
product under the name of BOLDOLAXINE, 
in which full advantage has been taken of the 
laxative properties of this native of the 
Chilean Forest. 


FORMULA 
Quantity of Active ingredient in each Tablet 
Boldo 0.07 
Ext. Bellad. Sicc. B.P 0.003 
Phenolphthalein . 0.075 
Podophyllin . 0,002 
Iceland Moss 001 


ACTION 


It is not a purgative—it is a true physiological 
laxative ensuring natura! stools. It greatly 
assists intestinal evacuation by its stimulating 
action on the liver and intestinal glands as well 
as by its invigorating action on the muscle 
fibres. 


Constipation in every form is relieved by 
BOLDOLAXINE with the assurance of a 
entle effective action without colic. It is not 
abit forming and has a valuable diuretic 
action on the kidneys and a stimulating action 
on the liver. 


INSTRUCTIONS FOR USE 


One tablet half an hour before each evening 
meal. (Children : halfatablet.) Two tablets 
are seldom necessary. 


Sole Distributors in Great Britain 


W. FLETCHER (Chemists) LTD. 
5 Rampayne Street, London, S.W.! 
Victoria 5555 
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CORRESPONDENCE 


Correspondence 


Trial of Poliomyelitis Vaccine 


Sik,—I wish to protest most strongly at the manner in 
which news of the forthcoming trial of poliomyelitis vaccine 
was given to the profession—-namely, at a press conference, 
through the B.B.C., and in the morning papers. 

I personally was unable to hear the wireless news that 
evening, and in country districts the papers do not always 
arrive before morning surgery. Thus it happened that two 
patients in my surgery next morning found their doctor 
quite unaware of the news about the vaccine trial or of the 
conditions under which it would be carried out. 1 learnt 
trom one of them that the vaccine would be issued through 
the welfare clinics but not through family doctors, and won- 
dered how many mothers would be echoing this patient's 
comment about these arrangements: “I've never taken my 
children to the clinic doctor yet and I am not starting now, 
even tor polio vaccine. Mary said she wanted you to give 
it to her and couldn't see why not.” Nor indeed can I. 

From my other patient I learned that the reason given for 
the proposed arrangement was said to be shortage of vaccine. 
Now, Sir, according to my newspaper it is hoped to have 
enough vaccine to inoculate between 250,000 and 500,000 
children, aged 2 to 9 years; but the supply will not be 
increased or diminished by the status of the doctor giving 
the injection—more if he is an employee of the health 
authority, less if a doctor in general practice. 

Did the British Medical Association through its authorized 
representatives have an opportunity to study this scheme or 
agree to the details? Do the Royal Colleges approve of 
this manner of informing the profession about important 
medical decisions? Was the College of General Practi- 
tioners asked for its advice? What were the comments of 
the Society of Medical Officers of Health ? 

As a result of the Minister's decision to issue the vaccine 
in this way, several other defects in the scheme are revealed. 
First and foremost, another blow has been struck on the 
wedge dividing the preventive from the curative sides of 
medicine. A general practitioner in the Health Service is 
under contract with his local executive council to render 
“all proper and necessary treatment ™ to each patient on his 
list. If a patient wishes to have polio vaccine given to his 
children in the selected age group and the general practi- 
tioner approves and is willing to do so, and the vaccine, 
being considered “proper and necessary,” is being issued 
through the Health Service, then the Minister has a clear 
duty to provide the family doctor with the necessary material. 
It is no argument to say that this was not done with B.C.G. 
vaccine; the merits and demerits of that decision are 
admittedly debatable. 

Secondly, there is the ethical position. 1 submit that, 
since the N.H.S. Act and whatever the statutory position 
of local health authorities may be, it is no longer ethical 
for the doctor at a welfare clinic to administer drugs or 
injections to any patient on the list of a general practitioner 
without the latter’s request or consent. All family doctors 
are familiar with the reactions which may follow protective 
inoculations. Who is to be responsible for the care of these 
children after their polio vaccine if they get a reaction—the 
clinic doctor? Who will attend if any unfortunate child 
happens to get polio soon after vaccination—the clinic 
doctor ? 

Thirdly, there is the question of information. Is it 
intended under the present scheme to inform the family 
doctor (a) of the proposal to inoculate or (b) of the fact 
of inoculation? Neither of these is done with regard 
to smallpox vaccination or diphtheria or whooping-cough 
inoculations when given at the clinics. Yet the Minister 
expects family doctors to keep accurate records of their 
patients’ health. Even my local medical officer of health, 
having no information yet beyond the broadcast and the 
papers, could give me no answer about this. 


Fourthly, what advice is a parent to take about whether 
his own particular child, even if of the right age, is suit- 
able for polio inoculation this May or June? The family 
doctor rather than the clinic doctor is the person whose 
advice should be sought. What may well happen, however, 
under the present scheme is that the family doctor will not 
be consulted either by the parents or by the clinic doctor. 
Yet he may have reason to consider that a particular child 
should not be given the inoculation at that time. 

When inoculation against diphtheria began to be pub- 
licized, there was no N.H.S., and it seemed good business 
for the State to finance free diphtheria inoculation through 
its infant welfare clinics, which were its only means of free 
distribution at that time. Now that the infant welfare 
clinics are no longer the only means for free distribution 
of drugs, the Minister of Health and his officials should 
not have needed reminding of the proper channel of admin- 
istration—namely, through the family doctors. 

My purpose in writing at such length is to stimulate dis- 
cussion leading to action—namely, the revision of this bad 
scheme before it is too late. I hope every Division of the 
B.M.A. and every Faculty of the College of General Prac- 
titioners will have the Minister's statement on the agenda 
at their next meetings. 

The medical profession must come to grips with these 
twin defects in the official attitude. Medical information 
of this importance ought not to reach the profession under 
floodlights at the same time as it reaches patients. In 
particular the Minister ought to have arranged to supply 
every doctor, whether in public health or family practice, 
with adequate prior information about the details of this 
proposed trial, even if he felt it necessary later to go 
through with a press conference. 

Infant welfare clinics should no longer be used to under- 
mine the responsibility of general practitioners for the con- 
tinuing care of all their patients both in health and disease. 
From the very start of the trial an opportunity must be 
given to general practitioners to use this vaccine for children 
in the selected age groups, if that is what the doctor and 
the child’s parents wish. Indeed, this is what Section 26 (3) 
of Part III of the N.H.S. Act lays down, and the Minister 
should not so soon, again, go beyond his powers. The 
present scheme is nothing more than experimentation be- 
hind the family doctor's back.—I am, etc., 

Peaslake, Surrey G. 1. Warson. 


*."A leading article appears at p. 220.—Ep., B.MJ. 


Prefrontal Leucotomy 

Sir,—The correspondence on leucotomy that has restarted 
reminds one that there is no place other than in your 
columns where this subject can be discussed in a broad 
sense. 

Some years ago I expressed my view that leucotomy was 
the worst honest error in recent medical practice, and I am 
often asked whether time has led me to alter my view. 
Actually it has not. My opinion does not carry much weight 
because of the fact that I have not made a special effort to 
examine leucotomized patients, and my objection is not 
based on direct clinical study. It is based, however, on 
indirect study such as the analysis of patients, some of 
whom have been patients in mental hospitals. If I were to 
find a case undoubtedly improved by leucotomy my view 
would not be altered. Actually, I have only come across 
distress due to the existence of leucotomy as a method of 
treatment, 

It must be remembered that leucotomy is a deliberate 
disturbance of healthy brain tissue, the aim being to bring 
about mental changes that, in the view of the psychiatrist, 
are good, There is nothing comparable here to the attempt 
to remove a brain tumour or to relieve a subdural haemor- 
rhage. The whole matter therefore revolves on the psy- 
chiatrist’s view of what is good, and no attempt has been 
made by psychiatrists to discuss the meaning of the word 
“good” in this context. 

The letters of Drs. D. W. Standley (Journal, December 3, 
1955, p. 1390) and Clifford Allen (Journal, December 17, 
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1955, p. 1502) make me wish to restate my view: (1) There 
are many distressing post-leucotomy cases now in the com- 
munity, and relatives are concerned not now with break- 
downs of human endeavour, which are understandable, but 
with after-effects of very questionable neurosurgical pro- 
cedure. Irreversible changes have been produced in patients 
whose illnesses were at any rate theoretically capable of 
remission prior to this operation. The emotional burden 
of these cases is not likely to be taken up by the psychiatrists, 
who are responsible for throwing back on to the community 
something worse than the awful burden of a defective child. 
(2) All mental hospital patients, voluntary or certified, 
become quickly concerned with the problem: Will I be 
subjected to E.C.T., to insulin shock, to leucotomy ? For 
some reason or other, psychiatrists do not seem to know 
this. Mental patients talk of very little else. They are in 
a dilemma that they should never be in, by which the doctor 
seems to be coming in on the side of the self-destructive 
impulse, and in this respect leucotomy is much worse than 
the other physical methods. They are permanently under 
the shadow of a threat of leucotomy which they come to 
know as a surgical procedure which changes them from 
themselves into something else, they know not what. Those 
who are capable of artificially getting well organize them- 
selves on to a pseudo-recovery out of fear, and so escape 
to the world outside psychiatry. There are now almost no 
asylums for those patients who need and can make use of a 
period of breakdown; there are only mental hospitals for 
the quickest possible cure of the mentally sick ; and unfor- 
tunately fear of leucotomy has become a rea! factor in the 
production of a rapid turnover in mental hospitals. This 
rapid turnover looks well on paper. (3) The existence of 
leucotomy as an accepted procedure is very bad for the 
doctor and nurses. It provides the extreme example of a 
psychiatry that by-passes the study of human nature and 
of mental health as a matter of maturity of emotional 
development of the individual. Nothing better than 
leucotomy divides psychiatry as a blind therapy from psy- 
chiatry as a complex but interesting concern for the human 
being who finds life difficult and whose problems we can 
feel to be represented in ourselves 

If the medical profession were to give up the practice of 
leucotomy a great deal would be gained. So substantial 
would be the gain, according to my view, that the possible 
loss of therapeutic relief in certain cases would be an 
insignificant consideration.—I am, etc., 


London, D. W. 


Sir, Because of the repercussions from discussion of my 
book’ in various places, including the lay press, and as 
more doctors in general practice will have read these than 
will have seen the book, several colleagues have suggested 
that I comment on the main issue. 

The book does not say that leucotomy is, universally, a 
bad operation, because it does not deal with this aspect. 
It describes the changes in personality which occur after 
severance of the frontal lobes by the standard operation ; 
it describes not only the nature but also the extent of these 
changes. Usually they are overshadowed, in clinical prac- 
tice, by the modifications (if we may talk of them separately) 
in the various symptoms of illness for which the operation 
is performed. 

Therapeutic procedures—-for example, laparotomy, to take 
a simple operation which may be life-saving—sometimes 
produce aesthetically undesirable results. This consequence 
is accepted on pragmatic grounds. So, after major leuco- 
tomy operations, there can be socially significant chanyes 
which are undesirable. Because of this, smaller operations 
are in use. I would support the view that, as with other 
treatments in psychiatry, until we find something better 
they have to be, if appropriately employed, part of our 
available therapy.—I am, etc.. 


Oxford P. MACDONALD Tow. 


‘ Tow, P. M., Personality Changes Following Frontai Leucotomy, 1955 
Oxford University Press, London 
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Mevicat Journal 


Cortisone Test for Hyperparathyroidism 

Sir,-The use of our cortisone test’ by Dr. Mary G. 
McGeown and Dr. D. A. D. Montgomery (Journal, January 
14, p. 86) as a diagnostic aid in their patient who was 
suspected of having hyperparathyroidism prompts me to add 
a little to our very sketchy first mention of it. We now 
use it regularly in the dosage of 150 mg. a day for 10 days 
for the differential diagnosis of obscure hypercalcaemias. 
We take blood for analysis before, and 5, 8, and 10 days 
after, beginning cortisone. It is fully confirmed that the 
hypercalcaemia of sarcoidosis will rapidly fall, usually to 
normal levels, during this time, but in -addition it also 
appears that idiopathic hypercalcaemia of infants as well as 
straight vitamin-D intoxication will also react likewise. In- 
deed, cortisone can now be regarded as a specific antidote 
for vitamin-D poisoning. In six cases to date of hyper- 
parathyroidism subsequently confirmed at operation no 
appreciable changes in the hypercalcaemia occurred. This, 
however, indicates the limits of the usefulness of the test. 
There is no particular reason why a hypercalcaemia from 
active bone erosion by a tumour should react to cortisone. 
This latter situation (well stressed by Albright and Reifen- 
stein in their book*) must therefore always be sought in its 
own right, especially when, as McGeown and Montgomery 
point out, their finding in their patient of a normal phos- 
phatase level was inconsistent with the form of hyperpara- 
thyroidism associated with gross bone disease. 

A difficulty with our cortisone test is, of course, that 
giving cortisone tends to depress the adrenal gland then 
and for some while after. Hence, when the test is over, 
we prefer to tail it off gradually over 3 to 4 days and 
to delay operation for 2 weeks or more. In one case 
circumstances forced us to operate within one week of the 
end of the test. We therefore gave some corticotrophin also 
during the tailing off of the cortisone to stimulate the 
adrenals, and watched the patient carefully in the post- 
operative period in case the increased demand for cortisone 
could not be met and the patient went into Addisonian 
crisis. This catastrophe has also been reported in the rather 
similar situation when operations have to be performed 
on patients receiving continuous cortisone treatment. 

I cannot resist stating here mv personal opinion regarding 
phosphate excretion tests for detecting parathyroid hyper- 
function. It is that, while these tests may be valid in the 
presence of normal renal function, the results cannot be 
interpreted when renal function is impaired (as in the case 
of McGeown and Montgomery). Since the only difficulties 
in diagnosis occur when the biochemical diagnostic criteria 
are disordered by renal damage, I consider that such phos- 
phate studies are of very little clinical use.—I am, etc., 


London, W.C.1 C. E. DENT. 


RET ERENCES 
Anderson, J., Dent, C. E., Harper, C., and Philpot. G. R.. Lancet, 1954, 
2 720 


\Ibright, F.. and Reifenstein, E. C., Parathyroid Glands and Metabolic 
Bone Disease, 1948. Williams and Wilkins, Baltimore 


Use of Antibiotics 


Sirk,“ I've said it before, and I'll say it again . . . What 
I say three times is true. In commenting upon recent 
increases in bacterial resistance to antibiotics, it has become 
de rigueur to offer a solemn warning against their use in 
minor disorders. So often has this been said that it is now 
accepted as truth by all of us. 

But is the Bellman really right? Why do we so seldom 
see acute mastoids, osteomyelitis, secondary empvemata, 
deep infections of the hand, and all the other killing and 
maiming septic conditions that were the daily stock of 
practice in my parents’ day? All these things are essen- 
tially complications. Isn’t it that they are nowadays 
scotched because the initial minor condition is treated by 
antibiotics in its early stages—that is, while it is still trivial ? 
Advocates of restraint in the use of antibiotics have to 
show not merely that the risks of bacterial resistance exist, 
but that they “exceed the risks of the complications that 
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Free to breathe again .« « most cases of bronchial 
asthma respond excellently to * Neo-Epinine’. More effective than 
adrenaline as a bronchodilator, it has the further advantage that it is 
relatively free from side-effects. 

Rapid relief follows the oral inhalation of ‘ Neo-Epinine’ No. 1 Spray 
Solution, a one per cent preparation of isoprenaline sulphate. 
*Neo-Epinine’ sublingual products, 20 mgm., act within 5-10 minutes. 
For the more stubborn case, * Neo-Epinine’ No. 2 Spray Solution is 
advised because it has a more powerful and sustained effect; this 
product contains 1 per cent of isoprenaline sulphate, 2 per cent of 
papaverine hydrochloride and 0°2 per cent of atropine methonitrate. 
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In anxiety neurosis 


OBLIVON the 


quaking inner self 


tf’, OBLIVON satisfies the need for a preparation that will 
4 


specifically relieve anxiety. Unlike the barbiturates, 


OBLIVON selectively relieves the fear that lies 


behind anxiety neurosis. 


Regular administration of OBLIVON in this 
common condition produces a mental climate 
of confidence in which simple suggestion and 

reassurance can work wonders 


Oblivon (methylpentynol) 1s presented as sea-blue 
Capsules each containing 250 mg. methylpentynol, or 
as a sea-blue Elixir containing 250 mg. methylpentynol 


“L) in 4.¢.€. (1 teaspoonful) 
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St IMALTOL is a concentrated undoubted assistance to infants, 
h i vitamin food, formulated by fast-growing children, nursing 
a and prepared under the control of mothers and to those whose diet is 
the *Ovaltine” Research Labora- inadequate or unbalanced. It helps 
tories—which are actively investi- to build up strength, weight and 
gating problems in nutrition and the natural powers of resistance. 
dietetics. They bring to its manu- *Vimaltol’ is highly palatable—a 
facture a high degree of scientific decided advantage when recom- 
knowledge and a meticulous standard mending it for children. 


of hygiene. 


Vimaltol’ contains malt extract. 


yeast, halibut liver oil and iron Each ounce contains :-— 
Every ingredient used is rigidly 1,420 i. of Vitamin A 
tested for purity and quality, the 710 i.u. of Vitamin D 

0.35 mg. of Vitamin B, 
final product being accurately 0,2 mg. of Vitamin B, (Riboflavin) 
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this? Have they even attempted it? If the M.R.C. did 
set up an appropriate controlled trial, I, for one, would 
offer good odds on the antibiotics. 

Pending such trials, is there really anything to prove that 
the practitioner who uses penicillin and sulphonamides 
promptly and liberally so as to keep trivial illness trivial is 
not in fact giving the best service both to his patient and to 
the community ?—I am, etc., 


London. W.C 1 NICOLAS MALLESON. 


Methonium Therapy 


Sik,—The excellent article by Drs. D. W. Beaven and 
E. A. Murphy on methonium therapy (Journal, January 14, 
p. 77) reminds me of a statement made by the most ingenious 
cardiologist Professor David Scherf, to whom, of all my 
clinical teachers, | am indebted most. He was still assistant 
to the eminent Wenckebach at the University of Vienna 
when giving a rather impressive demonstration on hyper- 
tensive heart diseases, and this is how he ended: The phar- 
maceutical industries all over the world are busy to put a 
potent hypotensive drug on the market. Fortunately, so 
far they have not been successful, but the day they will 
succeed, God help the patient.—-I am, etc., 


Southport Heten W. Rust. 


Porphyria 

Sir,—Dr. E. Saphier rightly suggests (Journal, December 
31, 1955, p. 1620) that there may be a considerable number 
of undiagnosed and/or latent cases of acute intermittent 
porphyria in Britain who run the risk of serious illness 
should they be given barbiturates. A screening examination 
for red fluorescence in ultra-violet light may be useful for 
urines which have stood for some time, but with freshly 
passed specimens the amount of porphyrin may be too 
small for detection by this means. The true biochemical 
abnormality in these cases is the excretion in the urine of 
porphobilinogen, a colourless, non-fluorescent precursor of 
uroporphyrin, and it is this that should be tested for. 

Porphobikinogen is so easily and rapidly detected by the 
Watson—Schwartz' test (employing Ehrlich’s aldehyde re- 
agent) that it might be desirable to perform it as a routine 
urinary test, just as one tests for albumin and sugar. Any 
sufferer from acute intermittent porphyria would almost cer- 
tainly be discovered in this way, since, even in remission, 
there is generally some porphobilinogen in the urine. 
Further examination under ultra-violet light would serve 
the additional useful purpose of revealing high concentra- 
tions of porphyrin due to porphyrinuria—e.g., that of lead- 
poisoning—or to porphyrias of other type——e.g., congenital 
porphyria.—We are, etc., 

C. RIMINGTON. 


London, W.C.1 F. V. FLYNN. 
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Thyrotoxic Coma 


Sik,—I have read with much interest the article on thyro- 
toxic coma by Drs. J. A. Weaver, A. Jones, and R. A. Smith 
(Journal, January 7, p. 20) with its review of the literature 
and discussion of the nature and treatment of the thyro- 
toxic crisis. Though the principles are similar, | doubt if 
their methods of treatment are as effective as those which 
I used ten to twenty years ago. 

The two chief principles are the cooling of the body sur- 
face (increased heat loss) and the administration of a chemi- 
cal substance to combat the toxicity. The methods of cool- 
ing used in those two cases were hourly sponging (Case 1), 
and covering with a cold wet blanket while a fan was directed 
to play across the bed (Case 2). I consider that the really 
effective method of cooling is an ice-pack applied over the 
body surface for twenty minutes, with hot bottles to the 
feet to prevent chill. The first case in which I used this 
method was the following. 
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A young woman (28) consulted me in 1934 because of a goiire 
which had grown so large as to be unsightly. She was in good 
health, well nourished, and in the habit of playing tennis as much 
as she liked. Her pulse was 80 and she felt well and appeared 
quite well. I operated on her and all went well, but at the end of 
the operation I realized I had operated on a case of unsuspected 
toxicity, as her pulse had risen to 140. During the day it steadily 
rose, and at midnight was 200, in spite of all our efforts and even 
of opening up the wound. It occurred to us to use the ice pack. 
as described above. The pulse at once fell to 146 and did not 
rise above this figure again, and the patient made a rapid 
recovery. a 

I subsequently added to this life-saving method of treat- 
ment the intravenous injection of sodium iodide, 7} gr 
(0.5 g.) in 2 ml. of distilled water (one ampoule) intraven- 
ously. It may be given four-hourly. I have never given 
more than three doses and have seen no ill-effects. Since 
using these two methods I have never had a death from a 
post-operative thyrotoxic crisis. I used them in six cases 
from 1934 to 1948, during which period I operated on about 
1,500 cases of thyrotoxicosis. As a rule the possibility of a 
crisis could be foreseen, as in the following case. 

A woman (aged 41) suffering from severe thyrotoxicosis due to 
an exceptionally large bilateral partially substernal goitre. She 
had had a bilateral operation twelve years before, followed very 
soon by recurrence. She had a fibrillating heart, became very 
breathless on going up a short stair, was very nervous, and had 
been assured repeatedly that operation would certainly be fata! 
X-ray showed that she had a scabbard trachea. After due pre- 
paration I operated on both sides. The excised goitre was very 
large, weighing 18 oz. (0.5 kg.) (134 left, 44 right). Within a few 
hours her temperature was 105° F. (40.6° C.) and her pulse un- 
countable. She had an ice pack and intravenous sodium iodide 
She made an excellent recovery and is in good health ten years 
later. 

The post-operative crisis should very rarely occur if 
adequate preparatory treatment is given. But there are 
cases. such as that related above, where, if the surgeon has 
the courage to operate, a crisis is likely to arise. In these 
cases the above two procedures are life-saving. This method 
was published in 1948' but has been overlooked by the 
writers of the article in their extensive review of the litera- 
ture.—I am, etc., 

Bradford Peter McEwan. 
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Sin,—In their interesting paper on thyrotoxic coma 
(Journal, January 7, p. 20), Dr. J. A. Weaver and his 
associates draw attention to a condition fortunately rare 
nowadays. The description of the first case, which termin- 
ated fatally, is unfortunately not accompanied by records 
of granulocyte counts or marrow smears, although the total 
white cell counts are given. The patient was treated by a 
combined regimen of methyl thiouracil and intramuscular 
chlorpromazine (“largactil”). Each of these drugs is 
capable of producing agranulocytosis. Combined, they 
would appear to potentiate each other, especially in a patient 
already suffering from leucopenia of a severe thyrotoxicosis. 

The writers use the support of Ransom and Bayley’ in 
stating that “ post-mortem studies have been of little help” 
and quote Foss et al.’ “ that there was insufficient proof to 
attribute the cause of death primarily to one organ.” In 
a personal study of twelve instances of thyroid crisis I 
recorded,’ among others, that six occurred spontaneously, 
the remainder being post-operative. All the twelve thyroid 
glands were subjected to pathological examination, showing 
active toxic epithelial hyperplasia in 75% and a slightly less 
toxic lympho-epithelial hyperplasia in the remaining 25%.. 
Of the twelve patients, four died. All these four patients 
had not undergone surgical treatment. Pathological exam- 
ination of these four cases showed: (1) an excessive basophil 
hyperplasia of the anterior lobe of the pituitary ; (2) atrophy 
and lipoid depletion of the adrenal cortices; (3) central 
lobular necrosis and fatty degeneration of the liver ; (4) in 
contrast, there was an enlargement and diffuse lymphoid 
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hyperplasia of the thymus. I then observed that the rationale 
of adrenocortical replacement therapy by means of cortisone 
and the need for damping down the pituitary (and most 
probably hypothalamic) hyperactivity appeared to be 
rational. Chlorpromazine would achieve the latter purpose, 
but, in the light of the well-known hepatic failure already 
present in thyroid crisis, should be used with extreme 
<aution..-I am, etc., 
london. W 1 T. Levitt. 
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Ban on Heroin 


Sir.—The only point on which I agree with Dr. C. W. 
Walker (Journal, January 21, p. 170) is that heroin is a 
dangerous drug. A revolver is also dangerous, says Dr. 
Walker. So is a scalpel, say I, but are we to restrict sur- 
ceons to the use of blunt instruments because we cannot 
trust them to be careful? Are doctors to be robbed of 
what they consider to be a valuable drug because its care- 
less use would be dangerous? Heroin can be prescribed 
by any qualified practitioner ; that they can be thoroughly 
trusted with such a blessed weapon is proved, whatever 
Dr. Walker may try to persuade us to the contrary, by the 
fact that heroin addicts in this country amount only to one 
in a million of the population 

In pontifical tones he exhorts you, Sir, to “remember 
that the Government represents the people who are our 
patients, and that we are the servants of our patients and 
not their masters.” We are only their servants in that our 
skill is at their disposal. It is the doctors who order the 
drug. not the patients. The public are in no need of Govern- 
ment protection, and, if Dr. Walker thinks so poorly 
of his colleagues that they cannot be trusted to control the 
treatment of their patients, the sooner he ceases to serve on 
the Standing Medical Advisory Committee the better it will 
be for the doctor-patient relationship. In order to leave 
us in no doubt as to how irresponsible he considers doctors 
to be, he ends his letter thus: “ Because of the propaganda 
and publicity of the last few months, I prophesy that, if the 
manufacture of heroin is not banned in this country in 
1956, within ten years the B.M.A. will lead the whole pro- 
fession in demanding the ban.” 

For my part, I hope we shall see an increase in the medi- 
cal use of heroin. Some doctors may have forgotten its 
merits, some young ones may never have known them. | 
have quite enough confidence in my profession to be sure 
that if we ever have a heroin addiction problem here it will 
not come about through improper prescribing. But with 
great confidence I predict that if Dr. Walker has his way 
and the legal manufacture of heroin is banned, in ten years’ 
time the pedlars will have seen to it that addicts are num- 
bered in thousands instead of dozens. Anyone who troubles 
to look at what has happened in other countries in the case 
of heroin, or who follows the pattern of the results of pro- 
hibition in general, will see that this would be the almost 
inevitable result of such a ban.—I am, etc., 

London, N.W.1, R. Hate-Waite 


Birth Trauma 


Sir.-In an otherwise excellent article I feel 1 must raise 
a voice of protest against the opening words of Dr. A. P. 
Norman’s “Birth Trauma™ (Journal, January 7, p. 37), 
in which he says, “ Birth is a traumatic process .. .” 

The definition of trauma is “ morbid condition of body 
produced by wound or external violence,” and I am sure 
many women who have brought forth their babies without 
injury to either their babies or themselves would object 
strongly to such a term. To apply this adjective without 
qualification to the natural function of childbirth reveals. 
in my opinion, a wrong attitude of mind which will 
eventually lead us to discussing “ Defaecation is a traumatic 
process ."—T am, ete., 

H. S. Spicer. 


Birmingham 
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Six,—I am surprised to read in Dr. A. P. Norman's article 
on birth trauma V/ournal, January 7, p. 37) that in asphyxia 
neonatorum “so-called respiratory stimulants are of little 
or no value,” and that “no way is known of hastening its 
{the respiratory centre's] recovery.” In fact there is nothing 
in medicine more dramatic, convincing, and satisfactory than 
the effect of “cardiazol (leptazol)-ephedrine” in severe 
asphyxia neonatorum, as I wrote in the Practitioner.’ 

Last year I attended a postgraduate session on the subject 
at which the lecturer spoke just as Dr. Norman writes. 
When I asked about cardiazol-ephedrine he said lamely, 
“1 did not know you were in the audience, but I wasn't 
saying much about drug treatment.” Afterwards he came 
up to me and said that when in practice he had actually 
used it with success, “but of course we don't use it in 
hospital.” Yet nothing is more important than to get a 
baby breathing quickly and well, which is what cardiazol- 
ephedrine usually does in less than a minute. Incidentally, 
the person with whom I sat down to tea said that she also 
had used it several times with excellent results. 

I would like to ask Dr. Norman quite bluntly whether 
he has ever used cardiazol-ephedrine, and if not why not ? 
Parts of his paper make me wonder whether he has even 
read or tried to understand Barcroft’s famous researches, 
and if he will read my paper he will see that my work was 
done in close co-operation with him. The majority of neo- 
natal deaths are associated with asphyxia, and I believe that 
cardiazol-ephedrine would prevent many, if not most, of 
these. If obstetricians knew, as my wife and I know, what 
it is to have a baby stillborn they would not so airily neg- 
lect what is the simplest, most physiological, and I believe 
the safest way of treating asphyxia neonatorum. A practi- 
tioner can use it anywhere, and until some better preparation 
is found everyone who does obstetrics should carry it in 
his bag. 

While writing of obstetricians, may I refer to Dr. R. E. 
Tottenham's letter on vitamin A and hyperkeratosis (p. 46), 
and point out that the new National Formulary contains 
capsules vitamin A of the same strength as “ ro-a-vit™ 
tablets, together with a reference to their use in hyper- 
keratotic conditions, especially those conditions of harsh 
skin which cause so much distress to young females particu- 
larly, and which can usually be so easily relieved by this 
therapy.—I am, etc., 


Winsford, Cheshire W. N. Leak. 


REFERENCE 
Leak, W. N., Practitioner, 1953, 171. 653 


Acquired Haemolytic Anaemia 


Sik, -I read with interest the account of two patients 
suffering from acquired haemolytic anaemia described by 
Dr. W. Weiner et al. (Journal, January 14, p. 73). Both 
cases showed an anti-E antibody and their haemolytic crises 
were satisfactorily controlled with liberal doses of cortisone. 
I now report a similar patient suffering from acquired 
haemolytic anaemia who also had a circulating anti-E anti- 
body who did not respond to liberal doses of cortisone but 
was satisfactorily treated with prednisolone. 


A man, aged 39, was seized with acute pain in the left side of 
the chest 5 days prior to admission to hospital. He rapidly 
became jaundiced and suffered from pallor, fatigue, dyspnoea on 
exertion, and giddiness. On examination the skin was jaundiced 
and there was icterus of the conjunctivae. The spleen was en- 
larged two fingerbreadths below the costal margin. The rest of 
the physical examination was negative. 

Investigations.—Blood: R.B.C. 2,280,000 per c.mm. Hb 57% 
W.B.C. 23,400 per c.mm. (polymorphs 49.5%, eosinophils 0.5%. 
lymphocytes 18%, monocytes 1.5%, reticulocytes 28%). The red 
cells showed marked anisocytosis and polychromasia. Some 
nucleated red cells were also present. R.B.C. fragility: Haemo- 
lysis commenced at 0.75% NaCl and was completed at 0.30% 
NaCl. Mean corpuscular fragility: 0.47% NaCl.  Sidero- 
cytes, 2.4%; Heinz bodies, nil; Ham’s (acid serum) test, 
negative; Donath-Landsteiner test, negative; direct Coombs 
test, strongly positive; direct Van den Bergh reaction, negative ; 
blood group, O, Rhesus-positive ; chest x-ray, negative ; blood 
cultures were sterile. 
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Treatment.—From September 13, 1955, to October 7, cortisone 
100 mg. four times per day was given, together with repeated 
blood transfusions, with no significant lowering effect of the 
reticulocyte count. The red cell count and haemoglobin con- 
centration gradually deteriorated. On October 8 prednisolone 
10 mg. twice a day was substituted for the cortisone, and the 
reticulocyte count immediately began to fall and there was a 
satisfactory increase in the red cell count and haemoglobin con- 
centration. A fortnight after commencement of therapy the red 
cell count was 3,430,000 per c.mm. and the Hb 80%. No further 
blood transfusions were necessary after the prednisolone was 
started. The patient was discharged on a maintenance dose 
of 5 mg. twice a day, and a fortnight afterwards the red cell 
count was 4,980,000 per c.mm. and the Hb 98%. The predniso- 
lone was reduced to 5 mg. once a day and the red cell count fell 
within six days to 3,440,000 per c.mm. and the Hb to 89%, and 
the patient's symptoms began to return. When the prednisolone 
was increased to 5 mg. twice a day the blood figures returned to 
normal within a fortnight and have remained satisfactory on 
this dose until the time of writing 

There can be no doubt that the haemolytic process was 
satisfactorily controlled with prednisolone after cortisone 
had failed. 

The serological estimations were carried out by the Blood 
Transfusion Service, Birmingham, under the direction of 
Dr. W. Weiner and Dr. Lewis. The prednisolone was sup- 
plied for clinical trial as “ meticortelone” by the Schering 
Corporation.—I am, etc.. 

Birmingham, 


R. O. GILLHESPY. 


Periodic Syndrome 


Sir,—Dr. J. J. Kempton, in his interesting paper (Journal, 
January 14, p. 83) on the periodic syndrome, referred to my 
work on the relation between this disorder and epilepsy. By 
good fortune | was the first person to describe in print the 
cause of cyclical vomiting—namely, in a letter in your 
columns.’ But since then, and since Dr. Kempton’s paper 
was presented, Millichap and others? have published a larger 
series of cases. They deserve as much credit as anyone for 
the solution of this problem. I have also learnt that Gram’ 
reported one case in 1948, though I do not think that he 
quite realized the importance of his observation. 

I hope soon to publish a monograph on the subject, and 
therein I shall show that the diagnosis of masked epilepsy 
compares very favourably with that of the idiopathic con- 
vulsive variety. It rests on five factors : (1) Paroxysmal- 
ness : This is a sine qua non of both conditions. (2) Family 
history of convulsive disorders: In a large series of 
epileptics Bridge* found that only 43%, had a family history 
of such disturbances. In my series of masked epileptics the 
percentage was 42. (3) The progress of the disease : Epilepsy 
does not remain in one stay, especially not in childhood. 
Some children have a few fits and then no more. Others 
have petit mal and then major attacks. In some masked 
epilepsy is replaced by overt attacks, as reported in 1868 by 
Trousseau.> I have seen cyclical vomiting replaced by 
headaches, nightmares giving way to abdominal epilepsy. 
and abdominal pain and pyrexia leading to sleep-walking 
and later convulsions. (4) Electro-encephalography : In 
Livingston’s survey* 29% of idiopathic epileptics had a 
normal tracing. In my series of children with masked 
epilepsy only 15% had normal tracings, and in the others 
the tracings were by no means borderline. “Highly 
abnormal” and “ definitely suggestive of epilepsy” were 
common findings. (5) The response to treatment : Of my 
patients with idiopathic epilepsy 79% responded to treat- 
ment with phenobarbitone. Of the masked epileptics 90% 
responded. The other 10% were cured by primidone. 

May I repeat a warning against the too facile diagnosis 
of “migraine”? To the lay person any recurrent head- 
ache is migraine, and doctors may be tempted to accept this 
without full inquiry. Genuine migraine or hemicrania is 
associated with visual disturbance, while epileptic headaches 
very rarely are. Hence the so-called migraine which often 
appears in the family history of epileptics is probably in 
fact another manifestation of epilepsy which never becomes 


unmasked. In the meantime growing experience in every- 
day practice shows that many mysteries can be solved if 
we throw away all prejudice against making a diagnosis of 
epilepsy without fits, as Sir Frederic Still did long ago.’— 
I am, etc., 
Bath. R. E. Watts. 
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Sik,—Dr. J. J. Kempton is our good friend, and his article 
(Journal, January 14, p. 83) contains many acute observa- 
tions, but we fail to recognize any “ intellectual merit” in 
giving another name to a grouping of symptoms which has 
already been christened several times without losing its 
original sin. He reminds us of the dermatologist who 
bemused his colleagues by describing skin lesions in the 
Greek language, a practice which did not increase his or 
their knowledge of the condition, but which was—as to his 
credit he knew—an effective piece of “ one-upmanship.” 

He writes that “the periodic syndrome . . . should never 
be accepted as an irrevocably final diagnosis.” Why, how- 
ever, should he employ it at all, when the value of a con- 
cept lies in its usefulness? Sir Harold Himsworth,' we 
thought, meant us to recognize diversity in unity rather than 
to impose unity on diversity. 

A much more serious criticism of Dr. Kempton’s article 
is that he apparently fails to recognize that psychological 
disturbances, as manifested by pallor, headache, abdominal 
pain, and vomiting, even fever, are no more cured by label- 
ling them than are appendicitis, cerebral tumour, or tuber- 
culous meningitis. The confident employment of a title by 
a consultant physician may, of course, temporarily allay the 
natural and proper anxiety of the child's parents, but is 
ultimately as dangerous as giving morphine to a patient 
with an undiagnosed abdominal pain.—We are, etc., 

Joun A. Davis. 
THOMAS STAPLETON. 


London, W.2. 
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Forty Years On 


Sir,—The references to my article under this heading 
(Journal, December 3, 1955, p. 1351) by Dr. Bryan Williams 
(Journal, January 14, p. 112) are so kindly, and there is so 
much in his letter with which I am in agreement, that it is 
with some reluctance that I feel bound to take up his 
challenge on the lithotomy position in forceps delivery. Yet, 
as it seems likely that general anaesthesia is to remain the 
method of choice in forceps delivery, it is of crucial impor- 
tance that the teaching of the lithotomy position should be 
abandoned if we are to save the next generation from the 
calamities from aspiration of vomit which have occurred all 
too frequently for some years. 

It seems difficult to believe that Dr. Williams is seriously 
contending that the lithotomy position bears no relation to 
the fatalities which have been occurring in forceps deliveries 
under general anaesthesia, for the simple fact is that patients 
do not die from aspiration of vomit in the lateral position, 
because the vomitus is just shot into the bed (or on to the 
table)}—whereas in every fatal case that one has heard about, 
read about, or investigated, the lithotomy position was used. 
Can it be put more clearly than that ? 

Dr. Williams points out that pressure on the stomach is 
accentuated in labour, that vomiting is difficult to deal with 
when the patient is in the lithotomy position, and that there 
are “other serious disadvantages” for obstetrical work 
associated with that position. Surely Dr. Williams’s real 
contention is (and I trust I am not misrepresenting his views) 
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that with proper methods of anaesthesia the lithotomy posi- 
tion could be used with impunity. It is, of course, true that 
spinal or local analgesia obviates the risk of aspiration of 
vomit, but neither method is devoid of risk (especially the 
former), and it is doubtful whether either is destined to 
become the generally accepted method. Personally, as one 
who has always used open ether in forceps delivery, I am 
in complete agreement in regard to its “supreme safety.” 
though | would qualify this with the assumption that anaes- 
thesia would be induced, and the patient delivered, in the 
lateral position. Furthermore, | would point out that with 
the patient in that position there is no need for “ by- 
standers " to take evasive action, there is no need for the 
patient to be subjected to the misery of a stomach tube, 
and pretty well the whole of the paraphernalia which seem 
to encircle the modern anaesthetist can be dispensed with. 
The guiding principle surely should be to ensure that aspira- 
tion of vomit does not occur at all, for once it has occurred 
the situation may rapidly get out of hand, and, even if the 
immediate risk is successfully averted, death may supervene 
within a short time after recovery from the anaesthetic.’ 
Simple methods, if they are sound, are often the best, and 
surely it is not unreasonable to claim that the lateral posi- 
tion provides the complete answer to a problem which has 
clearly become one of the utmost gravity.—I am, etc., 


London, N.W.7 A. H. Morey. 
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The Death Penalty 


Sirx,-The question of abolishing the death penalty de- 
pends on what alternative is proposed, and that depends on 
how the aggressive psychopaths are to be dealt with. That 
is a medical question, and it would be a great help if the 
psychiatrists would discuss it. What we want to know is 
this: How would you deal with the murderer who is 
extremely dangerous but is not insane ? 

There are two classes of sane but dangerous murderers. 
First, there is the aggressive psychopath—for example, Neville 
Heath. The Howard League propose to send him to under- 
go a new kind of treatment in a new kind of hospital which 
is being built. But there is a terrible risk that the murderer 
may escape. An American case was described a few weeks 
ago in the New Statesman and Nation, and the patient 
escaped from the hospital twice. And not long ago a 
murderer escaped from Broadmoor and killed a second girl. 
The general public will certainly want to know whether the 
new treatment can be guaranteed to cure the psychopath 
(which is purely a medical question) and what precautions 
will be taken in the new hospital to make sure that these 
desperately dangerous patients cannot escape. 

Secondly, it is nonsense to say that all men who rape 
women are psychopaths, and it is obvious that a man who 
kills a woman after assaulting her may have a perfectly 
normal mind. If a man who rapes a woman and then 
murders her has a normal mind he can hardly be sent to 
a hospital to be cured of a disease he has not got, and it 
seems very unsound to say that he should be dealt with 
exactly like other murderers whose minds are normal. He 
differs from them because he is much more likely to repeat 
his crime than the man who, for example, murders a woman 
after forcing her to give him her jewellery. Is it the view 
of the Howard League that in cases of rape the murderer 
ought to be castrated ? 

The common-sense solution of the whole problem is to 
postpone any alteration in the law until the new treatment 
of psychopaths has been thoroughly tested. The treat- 
ment should be investigated in the same way as any 
other new treatment. The paramount advantage of the 
present law is that the Home Secretary can make quite 
certain, on the one hand, that a man like Heath will never 
kill any more young women, and, on the other hand, that 
nurderers who are not dangerous will be reprieved.—I 
im, etc., 


Wetherby, Yorks R. L. Krrcena. 
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Hysterical Abdominal Proptosis 

Sir,—In reference to the letters of Dr. R. W. Crocket 
(Journal, December 3, 1955, p. 1390) and Dr. L. Goldie 
(Journal, December 24, 1955, p. 1565) there is one possible 
cause for non-gaseous abdominal proptosis which has not 
been mentioned, and that is muscular rheumatism. Simp- 
son Harvey’ twelve years ago first suggested rheumatism 
as a possible cause of abdominal discomfort when he wrote 
as follows: “ Numerous cases of dyspepsia, or pain after 
food, fail to reveal any physical abnormality on ordinary 
routine examination. Even x-ray investigation of the 
stomach, duodenum, and gall-bladder is equally sterile of 
definite evidence of disease and vague diagnoses of gastritis, 
duodenitis or chronic cholecystitis are made.” He then went 
on to describe in detail three such cases in which intensely 
tender “ fibrositic nodules" were found along the upper 
border of the rectus abdominis. When these were dispersed 
by skilled massage the abdominal symptoms subsided. In 
more recent times these so-called nodules would be called 
“trigger areas” or preferably “ focal pain points ” (F.P.P.), 
and relief would be obtained by injections of procaine. 

More recently it has been found, first, that physiological 
salt solution is just as efficient” as procaine, and, secondly, 
that F.P.P. are primary and secondary.’ These new findings 
have been applied in four cases of what might be described 
as gaseous abdominal proptosis. Two of these were of a 
long-standing and intractable character. The worst case 
had been fully investigated in hospital with negative findings. 
In each of these, primary F.P.P. were found in the left 
erector spinae about the region of the Sth to 7th thoracic 
vertebra. About 0.5 ml. of normal saline was injected into 
each of them. The abdominal swelling went down and 
the discomfort was immediately relieved. In one of these 
cases symptoms recurred after an interval of two months 
and the treatment had to be repeated ; in the others, relief 
was permanent. It can be assumed that the nodules 
described by Simpson Harvey were secondary to F.P.P. in 
the erector spinae. 

In all cases of abdominal pain and discomfort, where there 
is no obvious disorder of any internal organ, muscular 
rheumatism should be excluded by examining the back be- 
fore submitting the patient to full hospital investigation.— 
I am, etc., 

London, W.1. H. Warren CROWE. 
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Amphetamine Poisoning 

Sir,—In this age of tablets and capsules, more and more 
hazards are placed before the toddlers unless the greatest 
care is taken to put all medicaments in a really safe place. 
The memorandum on amphetamine poisoning by Dr. A. 
Poteliakhoff and Dr. B. C. Roughton (Journal, January 7, 
p. 26) shows what can happen to the adult. If tablets are 
left lying about infantile intoxication can take place. 

At 7 p.m. on July 28, 1955, a boy aged 2 years 4 months 
was found to have eaten an unknown number of “ edrisal ” 
tablets (amphetamine 2.5 mg., aspirin and phenacetin each 
160 mg.), which he had discovered in a drawer. It was the 
custom to put him to bed at 8 p.m., but as he was still active 
on this occasion his big sister was deputed to take him out 
in his chair. Normally he was a child of quiet and retiring 
disposition, but on this outing he became more and more 
active, talking to everyone he met, and he was quite incapable 
of sitting still, By 11 p.m. he was evidently physically 
exhausted, but he could not sleep. He was ataxic, and 
when on his feet he walked like a drunken man, but there 
was no thickening of his speech. He talked all through the 
night except when he cried of exhaustion, or was sick. At 
times his talk was hard to follow and was like the wander- 
ings of a light-headed child: at other times he was sensible 
and coherent. He vomited several times in the night and 
no one in the house was able to sleep. He even kept people 
awake in the house next door. 
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I was not asked to see him until the morning at 8 a.m. 
He was then quiet for the first time. His pulse was 144 and 
the temperature was normal. His walk was still very ataxic, 
but his speech was clear. The abdominal reflexes were all 
present, but the plantar responses were indeterminate. He 
was given a mixture which contained phenobarbitone soluble 
+ gr. (8 mg.) in each dose, to take every four hours. He 
slept a good deal during the day and was sick at intervals. 
By nightfall he looked a lot better and after a good night's 
sleep he was back to normal.—I am, etc., 

Ibstock, Leics 


C. A. H. Warts. 


Physiotherapy 


Sir,—Dr. James Cyriax is, I think, too sweeping in his 
condemnation of radiant heat in the treatment of disorders 
of the moving parts (Journal, December 31, 1955, p. 1622). 
We are all aware of the generations of sufferers of recurring 
backache (once loosely termed lumbago and now equally 
loosely termed disk injuries) who have been relieved on their 
kitchen table by the application of hot irons. A consider- 
able degree of the pain and limitation of movement is in 
many instances due to reflex muscle spasm, and this in turn 
can be relieved by the application of comforting heat to the 
surface skin. Once the spasm lessens, the curative measures, 
such as manipulation and precise exercises, can be more 
readily carried out.—I am, etc., 

London, W.1 HARRIS AVERY. 


Caesarean Section 


Sir,—-I was interested to read Professor Dugald Baird's 
paper on caesarean section (Journal, November 12, 1955, 
p. 1159). It was a surprise to know that caesarean section 
has a deterrent or delaying effect on further pregnancies. 
I wonder if this is because the exceptions impress them- 
selves more on the memory, or that for some reason the 
delaying effect is less in this country. 

Three cases sprang at once to mind when I read the 
paper: (1) A patient came to hospital for her first delivery 
in February, 1954. A caesarean section was performed 
because of disproportion, her pelvis being grossly con- 
tracted. Her second caesarean, for the same reason, was 
performed in December of the same year. (2) Another 
patient, also with contracted pelvis, had her first delivery 
by caesarean section in Mure Hospital, Nagpur, in October, 
1954, and her second in December, 1955. (3) This patient 
had her first delivery by caesarean section because of diffi- 
culty in breech delivery two and a half years ago. The 
second delivery (details not available) was also by section, 
about one year ago. She is now attending the antenatal 
clinic, being almost full term. 

Would that the deterrent effect of caesarean section were 
true in all cases.—I am, etc., 

Nagpur, India. 


M. A. HARVIE. 


Virus Epidemic in Recurrent Waves 

Sir,—In the past six months I had occasion to observe 
virus infections occurring here in unusual recurrent waves. 
The symptoms consisted of: (1) constitutional symptoms: 
aching limbs, listlessness, feeling exhausted, depression ; 
(2) related to infected mucous membranes: burning of eyes 
(mild conjunctival irritation), ecchymoses of soft palate, 
small blisters of soft palate and occasionally of hard palate, 
flat ulcerations of buccal mucosa (rare), loss or diminution 
of taste, rhinitis, injected pharynx, tracheitis, gastritis, 
enteritis. 

As a matter of fact, any of the mucous membranes of 
the body may have been affected. Many patients (including 
myself) went through 6 to 7 or more attacks during a 
period of six months, feeling perfectly well in between. 
The attacks, which lasted 4 to 14 days, would present several 
of the symptoms in different combinations. As a rule the 
infection ran its course without rise of temperature. More 
severe attacks kept the patients in bed for a day or two. 
The constitutional symptoms were mostly the more pro- 
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nounced. The illness, though being of epidemic extension. 
escaped serious attention because of the mildness of its 
symptoms. 

Unusual is the fact of recurrent attacks, which I feel was 
not caused by infection by different viruses, but it appeared 

though only from purely clinical observation—that the 
same virus was at work all the time. Antibiotics adminis- 
tered by the family doctors did not seem to have any effect. 
Unfortunately there is as yet no virus laboratory locally. 
Occasional blood films and differential white counts did not 
reveal anything significant. 

Andrewes et al. found in tissue culture that the virus 
of the common cold does not show infectivity in every 
explant or generation but appears to jump rather irregu- 
larly in the successive generations of explants. It is open 
to speculation whether the life cycle of some viruses pro- 
duces non-pathogenic forms at times only to change into 
pathogens at a certain stage. As we are passing from the 
bacteriological to the viral age this purely clinical observa- 
tion may be of some use.--I am, etc., 


Perth, Western Australia. A. STAFFORD STEEN. 
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Abuse of Medical Libraries 


Sir,—We should like to draw attention to a not un- 
common practice of some medical men when asking biblio- 
graphical help from medical librarians. We sometimes 
discover that two, or even more, of us receive identical 
requests for help from the same inquirer. This means that 
the same work is being unnecessarily duplicated in two 
or more libraries at the same time, and it is only when, by 
chance, one of us asks help of another that the duplication 
is discovered. We hope that we have only to point out the 
waste of time and labour caused by this practice for it to 
cease.—We are, etc., 


Cyrit C. BARNARD, 
Librarian, 
London School of Hygiene and Tropical Medicine 


W. R. Le Fanu, F. N. L. Poynter, 


Librarian, Librarian, 
Royal College of Surgeons of England. Wellcome Historical Medical Library. 
T. J. P. Wape, 
Librarian, Librarian, 


British Medical Association. 


POINTS FROM LETTERS 


Numbering of Fingers 

Mr. F. C. Reeve (Hove) writes: Sir Reginald Watson-Jones’s 
letter (Journal, October 15, 1955, p. 968) emphasizes the import- 
ance of adopting some method which will avoid the possibility of 
mistake. Whatever method is used it should be standardized. In 
a certain provincial casualty department which I often attend, 
patients are booked in, sometimes by a nurse and sometimes by the 
civilian (untrained) clerk, with the result that all kinds of number- 
ing are transferred to the card. Even if a nurse has booked the 
patient in we find that the digits of the hand are indicated accord- 
ing to her particular training school. An official standardization 
would avoid this. 


Treatment of Slipped Disk 

Dr. Trevor HuGues (Ruthin) writes: While slipped disk is still 
the vogue there remains the uncertainty as to who should treat 
the condition—the orthopaedic surgeon or the neuro-surgeon. As 
a mere general practitioner who has to be satisfied with the end 
results of either, may I humbly suggest that the treatment should 
resolve itself into a combined operation; the neuro-surgeon deal- 
ing with the prolapsed disk and the orthopaedic surgeon perform- 
ing an extra-articular arthrodesis? The compression of the 
nerves having been removed, the arthrodusis should ensure stability 
of the spine. 


Corrective Toe Sling 

Mr. A. W. Fow er (Bridgend, Glam.) writes: The corrective 
toe sling described by Mr J. H. S. Scott (Journal, December 31, 
1955, p. 1617) is only a slight modification of the Budin traction 
sling. This and other simple elastic splints for the correction 
of toe deformities are described in Chiropodal Orthopaedics, by 
F. Charlesworth (1954, Edinburgh). 


Royal Society of Medicine. 
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Obituary 


ARTHUR FELIX, DSc., F.RS 


Dr. Arthur Felix, who until eighteen months ago was 
director of the Central Enteric Reference Laboratory of 
the Public Health Laboratory Service and also of the 
International Enteric Reference Laboratory, died sud- 
denly in London on January 14, aged 68 years. 

Arthur Felix was born in Poland on April 3, 1887, 
and educated at Bielsko in Polish Silesia and at the 
University of Vienna, where he took his doctorate in 
science. During the first world war he served as a 
bacteriologist in the Austrian army. On the eastern 
front the spread of typhus fever among the troops was 
a very serious danger, and the diagnostic test—now 
called the Weil—Felix reaction—discovered by Felix and 
Edmund Weil, a Prague bacteriologist who died in 1922, 
represented a definite advance in the control of the 
disease. The first description of the test was published 
by Weil and Felix in the Wiener klinische Wochen- 
schrift in 1916. 

After the war Felix worked in Prague until 1921, 
when he went out to Telaviv as director of the bacterio- 
logical laboratory of the Hadassah Medical Organiza- 
tion. In the following year he moved to Jerusalem, 
where he continued his work for the organization and 
also served as chairman of the health council of the 
Palestine Zionist Executive. In 1927 he accepted a post 
with the Lister Institute in London, and he remained a 
member of the scientific staff of the institute until 1945 
Much of his research was concerned with the antigenic 
structure of bacteria, and some of his discoveries, notably 
that of the Vi antigen of the typhoid bacillus, were of 
outstanding interest. During the second world war he 
worked in the Emergency Public Health Laboratory 
Service, and in 1943 he was elected a Fellow of the 
Royal Society. At the end of the war he resigned from 
the permanent staff of the Lister Institute so as to con- 
tinue his work in the Public Health Laboratory Service. 
then about to begin its expansion from an “ emergency ~ 
nucleus into the comprehensive service we know to-day. 
Felix was the obvious choice for the directorship of the 
Central Enteric Reference Laboratory, which has done 
such notable work in the brief years of its existence, 
and later he became director of the International Enteric 
Reference Laboratory established in London. 

Although he gave up his directorship of the reference 
laboratory eighteen months ago he continued his associa- 
tion with the Lister Institute, and up to the time of his 
death he was an associate editor of the Journal of 
Hygiene. He received the honorary degree of D.Sc. 
from Queen’s University, Belfast, in 1937. 

Dr. Felix married Leah, daughter of Mr. L. Gluck- 
man, of Telaviv, in 1923, and she survives him. 

G.S. W. writes: The news of Dr. Felix’s sudden death 
came not only as a shock to his friends but also as a sur- 
prise. The last time I saw him, a few weeks ago, he seemed 
to be in excellent health, and he showed the same wide range 
of interests in subjects other than his own that had always 
been one of his striking characters. 

Or. Felix’s international reputation rested on three main 
contributions to science—the discovery of the Weil-Felix 
reaction, the rediscovery of O and H agglutination, and the 
discovery of the Vi antigen of the typhoid bacillus. The 
first two were made by the time he was 30 years of age. 
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When war broke out in 1914, Felix, who had taken his 
research doctorate in organic chemistry, was studying myco- 
logy under Lafar at Vienna. He was given a commission 
in the Austrian army, and, because he had worked in a 
biological laboratory, was drafted into a field ambulance. 
There he met Weil, the associate professor of bacteriology 
at Prague, and together they were sent to establish a labora- 
tory in Galicia. It was in 1915 at Wadowice, 25 miles to 
the south-west of Cracow, that they discovered, to some 
extent accidentally, what came to be known as the Weil- 
Felix reaction. From a patient suffering from typhus fever 
they isolated an organism that was agglutinated not only by 
the patient’s own serum but by the serum of other typhus 
patients. This organism was non-motile and was referred 
to as XI. It was put away while the laboratory was moved, 
and then found a fortnight later to have become motile. It 
was recognized as a member of the Proteus group, and was 
labelled Proteus X 1. Other similar strains were isolated 
from the urine or blood of typhus patients; one of them, 
X 19, proved to be the most suitable for diagnostic pur- 
poses, and has been used ever since in the routine perform- 
ance of the Weil-Felix test. It was not till the following 
year, 1916, that the causal agent of typhus fever, Rickettsia 
prowazeki, was discovered by da Rocha-Lima. The rela- 
tion between this organism and the Proteus X group of 
strains remained obscure for many years. The demonstra- 
tion, however, in the early nineteen-thirties by Bruce White 
in this country and Castaneda in America of an antigenic 
factor common to the two organisms served to explain the 
rationale of the Weil—Felix reaction. 

It was while they were studying the Proteus X strains that 
Weil and Felix observed a significant association between 
motility or non-motility on the one hand and the colonial 
appearance and serological behaviour on the other. The 
motile strains formed a skin or Hauch over the surface of 
the medium: the non-motile strains grew as discrete colonies 

ohne Hauch. The motile or H form, as it was called, 
gave floccular agglutination to a high titre: the non-motile 
or O form gave granular agglutination to a low titre. Further 
observations revealed distinctive antigenic qualities in the 
H and O forms which were used to increase the reliability 
of the Weil-Felix test. Very similar observations had been 
made on the hog cholera bacillus, Salmonella cholerae-suis, 
by Smith and Reagh in the United States of America as far 
back as 1903, but the time was not ripe for their significance 
to be appreciated. In 1921 Arkwright at the Lister Insti- 
tute described the finding of so-called smooth and rough 
forms in cultures of typhoid and dysentery bacilli. Confu- 
sion between the H and O and § and R forms of variation 
existed for a time. This was cleared up when Felix left 
Palestine in 1927 to join the staff of the Lister Institute. 
where, working with Arkwright, Schiitze, and Muriel Robert- 
son, he was able to show not only that the two forms of 
variation were distinct but that the H-O form was met with 
in a wide variety of motile bacteria and played an impor- 
tant part both in serological diagnosis and in immunizing 
activity. 

Felix’s third major contribution was the discovery of a 
new antigen in the typhoid bacillus. As it appeared to be 
associated with virulence, it was named the Vi antigen. 
Experiments on animals led Felix to the belief that its func- 
tion was to interfere in vivo with the action of the patient's 
© antibody and so protect the organisms from phagocytosis. 
Antiserum was therefore prepared in horses containing anti- 
bodies to both the Vi and the O antigen in the hope that 
it would be of value in the treatment of cases of typhoid 
fever. Unfortunately no satisfactory trial of this antiserum 
has ever been made, and, though reports on individual cases 
have been encouraging, its usefulness is still in doubt. Much 
the same applies to the T.A.B. vaccine that was introduced 
by Felix at the beginning of the second world war. In this 
vaccine the Vi antigen was preserved by alcohol instead of 
being destroyed, as it largely is, in the ordinary phenolized 
vaccine. No reliable comparison of these two vaccines has 
yet proved possible, and it is still doubtful whether in fact 
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they differ appreciably in their protective powers. Apart 
from the study of antigenic structure, the main interest of 
the Vi antigen lies in the fact, discovered by Craigie and 
Brandon, that it is susceptible to a particular bacteriophage 
which can be adapted to different strains of typhoid bacilli. 
By this means, which was rapidly exploited by Felix himself, 
it is possible to divide typhoid bacilli into thirty or more 
Vi-phage types, the recognition of which is of invaluable 
help in the investigation of epidemics. 

Of Felix the man it is difficult to speak in a few words. 
He was quiet, reserved, and not easy to get to know. Though 
I met him soon after he came to England in 1927, though 
we were close colleagues in the Public Health Laboratory 
Service for nearly 15 years, though we traveiled together 
to the Brazilian Congress in 1950 and sometimes shared the 
same room, and though we were in practically continuous 
contact with each other during a survey we made in 1952 
of the laboratory services of Israel, | would hesitate to say 
that I knew him well. His strong Zionist views made him 
a man apart. He was secluded, lonely, slightly on the defen- 
sive, and amazingly courageous in face of adversity. He 
was fond of the Lister Institute and glad to be received 
there once more when he retired. His strong points were 
many. He was first and foremost a scholar, and it was a 
joy to be associated with him. Whether in his laboratory, 
his office, or the field, he was essentially thorough, and took 
enormous pains to see that his observations were accurately 
made and accurately recorded. He had a profound know- 
ledge of the literature, a wide acquaintance with bacterio- 
logists throughout the world, and a complete devotion to 
his science. He set himself a high standard in his work and 
in his daily mode of life. He exacted much from others, 
was capable of inspiring great affection in those around him, 
and was at times infinitely gentle. The picture is too com- 
plex for me to paint, but I part with him with deep sorrow, 
knowing that another great bacteriologist has passed and 
another friend is no more. 


H. S. PEMBERTON, M.B., F.R.C.P. 


Dr. H. S. Pemberton, who had been senior physician at 
the David Lewis Northern Hospital in Liverpool until 
last summer, died suddenly at his home at Neston, in 
Cheshire, on January 15. He was aged 65. 

Hugh Spear Pemberton graduated M.B., Ch.B. at 
Liverpool University with first-class honours in 1913, 
and joined the resident staff of the David Lewis Northern 
Hospital in the same year. In the first world war he 
served in the R.A.M.C., and on his return to Liverpool 
he was appointed junior physician at the Northern Hos- 
pital, reaching senior consultant rank in 1924. Mean- 
while he had taken the M.R.C.P. in 1921. At the uni- 
versity he was a lecturer in clinical medicine, and among 
the hospitals in the district to which he was attached 
were the Liverpool Hospital for Women, the Liverpool 
Radium Institute, and the Neston and Hoylake and West 
Kirby Cottage Hospitals. He was elected F.R.C.P. in 
1941, and from 1947 to 1950 he was chairman of the 
Birkenhead and Wirral Division of the B.M.A. At the 
Annual Meeting of the Association in Liverpool in 1950 
he was vice-president of the Section of Medicine. 

For many years past he had been specially interested 
in diabetes, founding the diabetic clinic at the Northern 
Hospital in 1922. He was the principal author of the 
hospital’s diet book, which was first published in 1935. 
During the past twenty years he had contributed several 
papers to this Journal on the subjects of diabetes, thyro- 
toxicosis, peripheral vascular disease, and hospital plan- 
ning. He was one of the founders of the peripheral 
vascular diseases clinic at the Northern Hospital, and 
until his death had been actively engaged in analysis of 
vascular occlusive disease in his diabetic patients. In 


this work the very complete records of his diabetic clinic 
were of great assistance to him. 

Dr. Pemberton is survived by his widow and a 
daughter. 


K.W.M. writes: Dr. H. S. Pemberton joined the resi- 
dent staff of the Northern Hospital, Liverpool, in the autumn 
of the year when he obtained his qualifying medical degrees, 
From that day until his retirement from the staff at the 
beginning of last year the interests and well-being of his 
hospital continued to be the main work of his life and the 
focus of all his activities. From his earliest days in the 
profession he showed two main characteristics—an acutely 
critical attitude to the clinical problems presented by the 
medical patient and an indifference to the time and energy 
that his hospital and other professional duties demanded. 
Then, after holding the posts of clinical assistant and medical 
tutor, he came to have charge of beds as assistant physician. 
What perhaps made most impression upon his students and 
the colleagues with whom he worked was the uncompromis- 
ing honesty of his clinical judgments and his intolerance of 
anything that came near to pretence. As he also had a sense 
of humour, his intolerance sometimes betrayed him into 
comments on the work and opinions of others which did not 
err on the side of generosity or increase the range of his 
popularity among those who did not really know him. 

Of many examples of his devotion to the Northern Hos- 
pital two achievements of his later years will serve to show 
the kind of debt the institution owed to him. On his initia- 
tive the two medical clinics of the hospital, the one in his 
own charge and the other in that of his eminent colleague, 
the late Dr. Leslie Cunningham, were united to form one 
service. This meant not only freedom in the use of beds 
but the organization of weekly staff conferences shared by 
the house-physicians, registrars, and consultants of the two 
clinics, and also the selection of patients from both for the 
systematizing of the student clinics and ward rounds. The 
second example was his work for the hospital during the 
last war, when it was evacuated and transferred to a collegi- 
ate establishment on the outskirts of the city. It may be 
said without exaggeration that the medical staff entrusted the 
solution of all the complicated problems that this evacuation 
involved to his judgment, and, in fact, put the work that they 
entailed upon his shoulders. Throughout the years of this 
war he began every day’s work with a visit to the hospital, 
at which he conferred with members of its lay committee 
and of its nursing and secretarial staff. He acted throughout 
as permanent chairman of the medical board and did all of 
its administrative work. When the time for his retirement 
from the staff arrived early last year it meant for him a 
wrench that he found almost intolerable and one which all 
the understanding and sympathy of his friends and colleagues 
were unable to ease. They may feel, however, that he was 
fortunate in finding such a dominating interest in his life, 
and be certain that his devotion to it brought him much 
satisfaction and happiness. 


J. G. F. writes: The news of the sudden death of Dr. 
H. S. Pemberton was heard with regret by all who knew 
him. He had given practically all his professional life to 
the Northern Hospital in Liverpool, and apart from his 
services in the Army during the first world war he never 
sought any other appointment. In June of last year he was 
forced to retire from the hospital for no other reason than 
that he had been born in June, 1890. To some extent he 
was a difficult man to know, for he hated anyone to guess 
that he was a mass of kindness and emotion. He was not 
a man who gave his friendship easily, but, having done so, 
nobody could be more helpful or more kindly. He never 
forgot the slightest kindness done to him, and would return 
it a hundredfold—more if possible. To him all patients 
were the same—the colonel’s lady and Judy O'Grady. No 
matter what their station in life, his job was to get them 
better, and this he tried to do with all the skill, all the 
attention, and all the most scrupulous care he could lavish on 
them, and not without a very considerable success. He will be 
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remembered with gratitude by many people in Liverpool 
and district, but particularly by the diabetics. The clinic he 
started in 1922 was possibly the first clinic of its kind in the 
country, and at the time of his retirement there were over 


one thousand patients, all of whom he knew by name and to 
whom he gave every individual attention. He will be remem- 
bered by hundreds of doctors who, at one time or another 
in their student days, were on “Pem’s™ firm. It was he 
who taught them that medicine began with the patient, and 
that the patient as well as the disease must be treated. His 
ward rounds and out-patients will always be remembered 
for no student ever left him without having learnt a great 
deal about the art of medicine. It is only fitting that we 
who are left should say, “ May he rest in peace.” 


Dr. J. D. M. Kerr, senior medical officer in the public 
health department at Edinburgh, died at North Berwick on 
January 9. Born on February 28, 1923, James Douglas 
Montgomery Kerr was brought up in Edinburgh and 
educated at George Heriot’s School and the University, 
from which he graduated M.B., Ch.B., in 1946. Remaining 
in Edinburgh after graduation, he served as house-surgeon 
at the Royal Infirmary and house-physician at the Royal 
Hospital for Sick Children. Following service with the 
Royal Air Force, he returned in 1949 to his native city 
and to the Children’s Hospital, where he became a clinical 
assistant before joining the staff of the child-welfare section 
of the Edinburgh public health department as an assistant 
medical officer. He obtained the D.C.H. in 1950. He was 
keenly interested in the health and welfare of infants and 
young children and was chosen to investigate the occurrence 
of retrolental fibroplasia among infants born in Edinburgh. 
In this work he showed great energy and initiative, and the 
results of his original researches were submitted as a thesis 
for the degree of M.D., which he obtained in 1953" He also 
wrote, in collaboration with others, papers on the subject. 
Realizing that his main interests lay in preventive work, he 
studied for and received the D.P.H. at Edinburgh University 
in 1954, and, wishing to equip himself as fully as possible 
for his future career in the public health field, he sought 
experience in other branches of that work, notably in the 
care and welfare of the elderly. Only recently he was 
appointed a senior medical officer in the public health 
department of Edinburgh with the duty of forming and 
developing a new sphere of work, one which offered him 
unlimited scope for his undoubted talents. At the time 
of his death he was a member of the council of the Scottish 
branch of the Society of Medical Officers of Health. Dr. 
Kerr was unmarried and is survived by his father and 
mother and brother. 


Two colleagues write: The sudden passing of Douglas 
Kerr has shocked us. He was always so full of energy and 
vitality that it is hard to believe he is no longer with us. 
Possessed of great powers of concentration, he worked hard 
and achieved considerable professional standing. His work 
took him much among children, who loved him. They, too, 
will miss him: they will miss his gentleness and skill when 
they were ill and his playfulness when they were well. His 
spare time he gave freely to them, especially to the less 
fortunate ones bereft of father and mother, and the film 
shows and games he organized for them were always high- 
lights in their lives. When he came to work among the 
elderly and chronic sick a similar bond of sympathy and 
friendship was soon forged, and his spirit rebelled against 
any indifference to the lonely and the aged. As he worked 
hard, so he plaved hard. He was for a time a regular 
member of Heriot’s Former Pupils’ rugby fifteen, in 1945 
he played for Edinburgh against Glasgow, and when 
stationed in London while serving with the R.A.F. he 
played for London Scottish. After an injury had cut short 
his playing career he continued to take a keen interest in 
the game, acting as a selector for the Heriot’s F.P. team, 
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referecing and giving constant encouragement to youngsters 
at the game. He was also an accomplished tennis player. 
We extend our deepest sympathy to his parents and his 
brother. 


Dr. J. F. Ropinson, who worked for many years in India 
after graduating in the U.S.A., died in hospital at Yeovil on 
November 27. His wife died two days later. John Fletcher 
Robinson was born in Rangoon in 1882 of American parents, 
his father having been a bishop of the Methodist Church 
Mission in India. He was educated in the U.S.A. and gradu- 
ated in medicine from Albany Medical College in 1906. 
He became a Fellow of the American College of Surgeons, 
and in his early years of practice he worked as an assistant 
to Drs. Charles and Will Mayo, who were then establishing 
their now famous clinic at Rochester, Minnesota. He went 
to India to practise privately in 1914, but was commissioned 
in the medical service of the Indian Army, and served in it 
for the duration of the first world war. He met and married 
his wife, who was Irish, during that war, and returned to 
the U.S.A. in 1919, taking a partnership in medical and 
surgical practice in Wisconsin. He was in India again, in 
general practice in Delhi, from 1925 to 1927, and was 
appointed in the latter year director of medical services, 
senior surgeon, and principal of the Medical College in 
the State of Mysore. In this office he became well known 
throughout India and beyond as a surgeon and admini- 
strator. In 1930 he was successful in passing the examina- 
tion for the Fellowship of the Royal College of Surgeons 
of Edinburgh. He remained in Mysore for 16 years, and 
thereafter moved to the equivalent office in the service of 
the Jaipur State in north India, in which he spent the last 
four years of his service in that country. Robinson left 
India for reasons of health in 1947, and joined the super- 
vising staff of the State Hospital in Mount Vernon, Ohio. 
He retired finally last year, a sick man, and returned with 
his wife to England to join their son and daughter here. 


C. B.C. writes: Hosts of friends and grateful patients in 
many countries will mourn the passing of Dr. John Fletcher 
Robinson, known to his friends as “ Fletcher,” and his wife, 
Kate Millicent Robinson, whose tragic deaths in Yeovil were 
reported a few weeks ago. He spent his last year in 
England in the care of his devoted wife, seeking restora- 
tion of his failing health. During his years of active work 
Dr. Robinson was a great and successful surgeon. He 
worked for all, without distinction of class or caste or creed, 
with the same eager efficiency, and he was beloved and 
trusted by all. In everything he was sustained and sup- 
ported by his most gracious and charming wife, who, in the 
last phase, looked after him selflessly and tenderly through 
the long weary months of his last illness. The news of their 
death will give sorrow to all who have known them, and for 
many years to come they will have a sure memorial in the 
hearts of grateful patients and friends. The Robinsons leave 
behind a son and a daughter—Major Keith Robinson, of the 
Queen's Royal Lancers, and Joan, wife of Lieutenant-Colonel 
William Potter, of the Defence Ministry. Much sympathy 
will be felt for them in their double bereavement. 


Dr. R. J. MouLD, who was in general practice at Somerby, 
near Market Harborough, for forty-two years until he 
retired in 1952, died at Oakham, Rutland, on January 8 
at the age of 79. Richard John Mould was born at Great 
Easton, Market Harborough, on April 19, 1876, and was 
educated at Oakham School, St. John’s College, Cambridge, 
and St. Thomas's Hospital, qualifying M.R.C.S., L.R.C.P. in 
1906. After his retirement he had to undergo a serious 
operation from which he never fully recovered, and, in spite 
of an alert and active mind, his physical activities were 
greatly restricted during the last few months of his life. He 
was beloved by everyone in his extensive practice round 
Somerby, not only as the family doctor but as friend and 
counsellor to all, and his kind and gentle personality was 
the perfect example of what a country doctor's should be. 
A keen cricketer in his younger days, he also rode to hounds 
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with the Cottesmore pack for a number of years, and, a 
real countryman, he loved a day's shooting. He leaves a 
widow, one daughter, and three sons. 
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TAX AND DAMAGES 
[From our Mepico-LeGaL CorRESPONDENT] 


On December 8, 1955, the House of Lords gave a judgment 
of far-reaching importance on the measure of damages in 
actions for personal injuries.’ Until that decision it had 
been held as a result of various decisions of judges of first 
instance and by the Court of Appeal that in assessing the 
proper amount of damages to be awarded for loss of earn- 
ings the amount of income tax and surtax which the injured 
person would have had to pay upon those earnings, if he 
had in fact earned them, must be disregarded. 

In Gourley’s Case Mr. Gourley, an eminent civil engineer 
aged 65, was severely and permanently injured in a railway 
accident. As a result, though he made a remarkable recovery, 
his capacity to carry on his profession was seriously im- 
paired. He brought an action for damages for negligence 
against the British Transport Commission, and the Com- 
mission admitted that the accident was caused by the negli- 
gence of its servants. The only issue before the court was 
the proper amount of damages. The action was tried by 
Mr. Justice Pearce in the Queen’s Bench Division, and he 
awarded Mr. Gourley £9,000 for pain and suffering and 
loss of amenities, £1,000 in respect of out-of-pocket expenses, 
and £37,720 in respect of loss of earnings, actual and pro- 
spective. At the request of the Commission he also found 
that, if the tax payable on the lost earnings ought to be 
taken into account, the figure of £37,720 would have to be 
reduced to £6,695—-a striking illustration of the impact of 
present rates of taxation on the professional man. 

The Transport Commission appealed to the Court of 
Appeal, which by reason of its previous decision was bound 
to decide, and did decide, that tax was not to be taken into 
account. The Commission then appealed to the House of 
Lords. 

There the appeal was heard by Earl Jowitt, Lord Goddard, 
Lord Reid, Lord Radcliffe, Lord Tucker, Lord Keith of 
Avonholm, and Lord Somervell of Harrow, who all, with 
the exception of Lord Keith, agreed that tax must be taken 
into account. Accordingly they reduced the figure of 
£37,720 for loss of earnings to £6,695 and allowed the 
appeal. They held that the broad general principle was 
that the tribunal should award the injured party such a 
sum of money as would put him in the same position as he 
would have been in if he had not sustained the injuries. 
They thought that, since the obligation to pay tax, except for 
those who had very small incomes, was almost universal and 
ever present in the mind of any sensible person, for the 
courts to ignore the tax element at the present day would 
be to act in a manner which was out of touch with reality. 
What had to be assessed was what Mr. Gourley had really 
lost, and, that being the true rule of law, the courts must 
not hesitate to apply it in spite of the confusion and diffi- 
culty which might be involved in estimating what the tax 
liability might be. 

In spite of their lordships’ observations that such an esti- 
mate would necessarily be “on broad lines,” and might be 
“described as rough and ready,” and in spite of Lord 
Goddard's specimen direction to a jury required to make 
the assessment in which he excluded the many possible 
surtax-avoiding complications which might have to be con- 
sidered, the intricate problems posed by this decision, obvi- 
ously right in principle, will be somewhat daunting to those 
who have to deal in future with claims for personal injuries 
to anyone who has a substantial income. The decision, 
however, should be warmly welcomed by insurers. 


~ British Transport Commission v. Gourley [1956] 2 WLR. 41. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending January 7 (No. |) 
and corresponding week 1955. 

Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county. the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return availabic. 

The table is based on information supplied by the R eneral of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of E:re. 


CASES 1956 1955 
in Countries “3 | 3 
Diphtheria ce 9 1 3| 7 13 2 i ) 
Dysentery .. eal 131) 00 346, 20| 192] 22| 8 
Encephalitis, acute. 0 ~¢ 0 1 0 0 0 
— 
Enteric fever: 
Typhoid .. 0) 4 Oo O 1 
Paratyphoid .. 8 OO 4 «(2 
Food-poisoning 122| 38 5 124 37 
Infective enteritis or 
diarrhoea un 
Measles® 3,226, 26 7 81] 9,385]1004| 228] 434] 101 
Menin ococcal infec- 
27 1s} 2 2) 24] of 2 
Ophthalmia neona- 
torum 23 o 64 28; 2 5 0 
Pneumoniat 850} 373}. 3) 1,135] 7s} 330) 1) 1 
Poliomyelitis, acute: 
Non-paralytic .. 18 4 3 1 
Puerperal fever§ 259] 52) 14) 2 245| 48) 13) 
Scariet fever 738| 44) 116] 26] 23] 463) 47] 113) 41] 35 
Tuberculosis: 
Respiratory os 516} $4) 68 642) 65) 89) 9 
Non-respiratory. . 6 13 107, 1 1 
Whooping-cough .. | 1,130] 73] $1] 102}226] 1,791] 120] 140] 37] 22 
| 1956 195s 3 
ae 
Diphtheria o of of O 
Dysentery .. 0 0 i} 0 0 
Encephalitis,acute.. | 0 0 0 
I ateric fever 0 o 
In iv  enteri 
jarrhoea under 
Influenza 26 2 i} 102] 7 1 
Meni ng ococcal infec- 
Pneumonia 41! 36) 61 417] 36] 10) 
Poliomyelitis, acute 3] 0 
Scarlet fever of of 0 o of of 1 
Respiratory or { 2 
Non-respiratory. . } 1044 OF i } of 
Whooping-cough ae o OF OF 277 oF OF 
Deaths 0-1 year 27, 13} 3) 240) 38) 9) Is 
Deaths cludin 
727] 1211 146] 6,827] 978] 775] 128] 196 
LIVE BIRTHS 225] 345] 7,645|1087|1043) 224| 319 
STILLBIRTHS 490] 25] 24} = 


* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influcnzal pncumonia. 
¢ Includes puerperal pyrexia. 


240 Jan. 28, 1956 


VITAL STATISTICS 


Vital Statistics 
Scotland in Third Quarter of 1955 
The birth rate in Scotland during the September quarter 
of 1955 was 17.6 per 1,000 population, being 0.1 below the 
rate for the corresponding quarter of 1954, and 0.3 above 
the average of the five preceding third quarters. The infant 
mortality rate was 26 per 1,000 registered live births, and 
was 2 above the rate for the September quarter of 1954. 
The general death rate was 9.9 per 1,000 population and 
was 0.4 below the rate for the third quarter of 1954, and 
0.2 below the five years’ average. Only 15 deaths were 
attributed to the principal epidemic diseases, and these 
included 6 from reningococcal infections, 3 from measles, 
and 3 from influepza. No deaths occurred from diphtheria. 
The deaths frony all forms of tuberculosis numbered 191, 
of which 167 were due to respiratory tuberculosis. The 
death rate from/al! forms of tuberculosis was 15 per 100,000, 
and that from/respiratory tuberculosis was 13; both these 
rates were 2 Pelow the rate for the corresponding quarter 
of 1954. Tha death rate from all forms of tuberculosis and 
from suninntes tuberculosis was, respectively, 13 and 10 
below the aferage of the five preceding third quarters. 
Deaths due to violence numbered 733, being 103 more than 
in the September quarter of 1954. Of the total violent 
deaths 178 were attributed to road transport accidents, an 
increase of 35 compared with the third quarter of 1954. 
The number of marriages registered was 12,962, being 472 
more than in the third quarter of 1954. The rate was 10.0 
per 1.000 population and was 0.3 higher than for the third 
quarter of 1954 and 0.7 more than the five years’ average. 


Graphs of Infectious Diseases 
The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the nine 
years 1946-54 (influenza, 1952-4) are shown thus ------ ‘ 
the figures for 1955 thus ————. Except for the curves 


showing notifications in 1955, the graphs were prepared at 

the Department of Medical Statistics and Epidemiology, 

London School of Hygiene and Tropical Medicine. 
PNEUMONIA 
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Infectious Diseases 

The largest fluctuations in the trends of infectious dis- 
eases in England and Wales during the week ending January 
7 were increases of 467 for measles, from 2,759 to 3,226, 252 
for whooping-cough, from 878 to 1,130, 198 for acute pneu- 
monia, from 652 to 850, and 137 for dysentery, from 559 
to 696, and the only large decrease was 118 for scarlet fever, 
from 856 to 738. 

The largest rises in the incidence of measles were 110 
in Bedfordshire, from 110 to 220, 90 in Southampton 
County, from 102 to 192, 86 in Somersetshire, from 67 to 
153, and 57 in Sussex, from 50 to 107; the only large fall 
was 110 in Lancashire, from 356 to 246. The largest rises 
of whooping-cough were 70 in Yorkshire West Riding, from 
91 to 161, and 41 in Warwickshire, from 62 to 103. The 
only large fall in the incidence of scarlet fever was 47 in 
Lancashire, from 149 to 102. The largest increase in the 
number of notifications of acute pneumonia was 52 in York- 
shire West Riding, from 57 to 109. 9 cases of diphtheria 
were notified, being 2 fewer than in the preceding week. 
The largest returns of diphtheria were Liverpool C.B. 4 and 
Birmingham C.B. 2. 

59 cases of acute poliomyelitis were notified, and these 
were 2 fewer for paralytic and 1 fewer for non-paralytic 
cases than in the preceding week. The largest returns were 
Surrey 8 (Guildford M.B. 2), London 6 (Kensington 2), Kent 
4, Southampton County 4, Gioucestershire 4. 

The rise in the incidence of dysentery was mainly due to 
the rises of 93 in Yorkshire West Riding and 42 in London. 
The chief centres of infection were Yorkshire West Riding 
228 (Thorne R.D. 82, Wakefield C.B. 74, Leeds C.B. 25, Brig- 
house M.B. 10), Lancashire 95 (Liverpool C.B. 17, Preston 
C.B. 16, Manchester C.B. 11), London 80 (Chelsea 25, 
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Hackney 12), Norfolk 74 (Norwich C.B. 55), Middlesex 27, 
Yorkshire East Riding 25 (Beverley M.B. 20), and Warwick- 
shire 20 (Birmingham C.B. 17). 


England and Wales in 1955 


Provisional! statistics for England and Wales in 1955 show 
that the decline in infant mortality continued. There were 
also fewer stillbirths. Live births numbered 664,711, which 
were 7,924 fewer than in 1954. The rate per 1,000 popula- 
tion was 15.0; in 1954 it was 15.2 and in 1953 15.5. 16,515 
deaths of children under 1 year of age were registered, 
giving a record low rate of 24.9 per 1,000 related live births. 
This rate compares with 25.4 in 1954, 26.8 in 1953, 27.6 in 
1952, and 52.8 in 1938. Deaths registered in the year 
numbered 518,657, giving a rate of 11.7 per 1,000 popula- 
tion. The rates for 1954 and 1953 were 11.3 and 11.4 
respectively. The surplus of births over deaths was 146,054. 
75,748 stillbirths were registered in the year, giving a rate 
of 23.1 per 1,000 total live and stillbirths. This was lower 
than the rate for 1954 (23.5), but higher than the rates for 
1953 (22.5) and 1952 (22.7). 

In the fourth quarter of 1955 live births numbered 
157,575, giving a rate of 14.1 per 1,000 population. The 
infant mortality rate was a record low figure for a Decem- 
ber quarter at 24.7 per 1,000 related live births. 124,119 
deaths were registered in the December quarter, giving a 
rate of 11.1 per 1,000 population. In the corresponding 
quarters of 1954 and 1953 the rates were 11.4 and 10.7, 
respectively. The stillbirth rate for the December quarter 
was 23.8 per 1,000 live and stillbirths. In the corresponding 
quarters of 1954 and ]953 the rates were 24.0 and 23.4 
respectively.—Registrar-General’s Weekly Return, No. 2, 
1956 (H.M.S.O.). 


Week Ending January 14 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 714, 
whooping-cough 1,267, diphtheria 4, measles 2,368, acute 
pneumonia 897, acute poliomyelitis 59, dysentery 687, and 
paratyphoid fever 9. 


Medical News 


Amphetamine on Prescription—The Poisons (No. 2) 
Rules, 1955, which came into effect on January 20, make 
amphetamine and certain related compounds Fourth 
Schedule poisons. That is to say, these drugs can no longer 
be retailed without a prescription. 

Professor John F. Fulton Honoured.—Former students 
and colleagues of Professor John F. Futon, Sterling pro- 
fessor of the history of medicine at Yale University, enter- 
tained him to a reception and dinner at Yale on January 14, 
to mark his 25 years as a professor there. A specially 
dedicated edition of the Yale Journal of Biology and Medi- 
cine was presented to him (New York Times, January 15). 
Professor Fulton held the chair of physiology at Yale until 
early in 1951, when he became Sterling professor of the 
history of medicine. He is internationally renowned for his 
work on the physiology of the nervous system. In Britain 
Professor Fulton is a familiar figure. In 1953, in London, 
he addressed the First World Conference on Medical Educa- 
tion on the history of medical education. This address was 
printed in the Journal (1953, 2, 457). A year later he was 
again in London, on that occasion receiving the honorary 
Fellowship of the Roval Society of Medicine. Professor 
Fulton’s many friends in Britain will wish to add their con- 
gratulations to those of his Yale colleagues on his notable 
anniversary. 

Proceedings of Geneva Conference.—The first of the 
sixteen volumes which are to record the complete written 
and oral proceedings of the Geneva Conference on the 
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peaceful uses of atomic energy is now out. The confer- 
ence was held last August. The volume deals with “ power 
reactors,” and is offered in English, French, Russian, and 
Spanish. It contains 400 pages, and is obtainable, price 54s., 
from H.M. Stationery Office, P.O. Box 569, London, S.E.1. 
Six of the sixteen volumes have a bearing on medicine or 
medical research, namely: Vol. 10, “ Radioactive Isotopes 
and Nuclear Radiations in Medicine” (57s.); Vol. 11, “ Bio- 
logical Effects of Radiation” (57s.); Vol. 12, “ Radioactive 
Isotopes and Ionizing Radiations in Agriculture, Physiology, 
and Biochemistry ” (63s.); Vol. 13, “ Legal, Administrative, 
Health and Safety Aspects of Large Scale Use of Nuclear 
Energy ™ (50s.); Vol. 14, “ General Aspects of the Use of 
Radioactive Isotopes: Dosimetry” (45s.); and Vol. 15, 
“Applications of Radioactive and Fission Products in 
Research and Industry” (54s.). The series is published by 
the United Nations. 


“Nuclear Weapons.”—The Home Office and Scottish 
Home Department have issued a 55-page illustrated booklet 
on nuclear weapons (H.M.S.O., price 2s. 6d.) as the first 
instalment of their Manual of Civil Defence. It replaces the 
pamphlet on atomic warfare in the Home Office Civil 
Defence Manual of Basic Training, which was based on 
the effects of the bombs dropped on Japan in 1945. In the 
new pamphlet the calculations are based on the effects of 
a 10-megaton “hydrogen” bomb. After describing the 
features of nuclear explosions and the fire risk, the pamphlet 
deals in some detail with the hazards of nuclear radiation 
and the means of minimizing them. Finally, there is a 
chapter on blast. The pamphlet’s declared object is “to 
give the facts that must be the basis for all civil defence 
planning.” 

“Scottish Medical Journal.”—The first issue of the 
Scottish Medical Journal—the journal of the Royal Medico- 
Chirurgical Society of Glasgow and of the Edinburgh 
Medico-Chirurgical and Obstetrical Societies—has come out 
this month. It incorporates the Edinburgh Medical Journal 
and the Glasgow Medical Journal, founded respectively in 
1805 and 1828. It will appear monthly, and is edited by 
Dr. ALEXANDER Brown, of Glasgow, from 5, St. Vincent 
Place, Glasgow, C.1. The journal is to be devoted to the 
publication of original investigations in all branches of 
medicine, review articles, historical subjects of medical 
interest, and clinical memoranda. It will be supplied free 
to the members of its sponsoring societies ; for others the 
annual subscription is £3 (single copies 10s.). 


Royal Society of Medicine.—The award is announced of 
the Society’s triennial Henry Hill Hickman Medal to Dr. 
Haro_p GrirriruH, of Montreal, first president of the World 
Federation of Anaesthesiologists. This is the eighth award. 
The medal is given on the recommendation of the council 
of the Section of Anaesthetics for original work of out- 
standing merit in anaesthesia or a directly related subject. 
The recipient may be of any nationality and need not neces- 
sarily be medically qualified. The Royal Society of Medi- 
cine also invites applications for the triennial Colyer Prize 
for the “best original work in dental science completed 
during the previous seven years.” The prize was founded 
in 1926 in memory of Sir Frank Colyer’s 25 years’ service 
as honorary curator of the odontological museum, and at 
its last award was valued at £20. Applications should be 
submitted to the prize committee (at 1, Wimpole Street, 
London, W.1), from whom further details may be obtained, 
not later than June 30. The prize will be awarded in 
November. 


Liddle Triennial Prize—The London Hospital Medical 
College announces that the subject for the next Liddle tri- 
ennial prize (value £200) will be an essay on “ The Social 
and Economic Aspects of Epilepsy.” The prize is open to 
public competition, and its object is to foster original 
observation and investigation. Details of the conditions for 
the prize may be obtained from the Dean, the London 


Hospital Medical College, Turner Street, London, E.1. The 
closing date for the receipt of essays is July 31, 1958. 
> 
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Health Services in Ceylon.—Under the Colombo Plan, Sir 
BENNETT HANCe, medical adviser to the Commonwealth Rela- 
tions Office, is in Ceylon advising the government on its 
medical and public health services. He is now being joined 
for several weeks by Colonel H. W. MULLIGAN, deputy 
director of the Wellcome Research Laboratories. As head 
of the biological division, Colone! Mulligan is responsible 
for the development of poliomyelitis vaccine at the Well- 
come Laboratories. Another visitor to Ceylon under the 
Colombo Plan is Mr. R. J. Hot, senior technician at Queen 
Mary's Hospital for Children, Carshalton, who will be con- 
cerned with instrument maintenance at the Medical Research 
Institute. He is staying for a year. 


Convalescent Homes for Greater London.-The 1956 
edition of the Directory of Convalescent Homes Serving 
Greater London is now available. It is published by King 
Edward's Hospital Fund for London, from whom it may 
be obtained for 7s. 6d. (post free) on writing to 10, Old 
Jewry, London, E.C.2. The Directory is an annual publica- 
tion, started in 1948. It is limited to homes prepared to 
admit patients residing in the London area. The majority 
of homes listed are voluntary or N.H.S., but in this edition 
a few private homes with contractual arrangements with 
regional boards have been included. Details are given, for 
each home. of the type of patient accepted, numbers of beds, 
treatment available, staffing, length of stay, cost, etc. 


St. George's Hospital Chairman.—The Minister of Health, 
Mr. R. H. Turton, has appointed Viscount INGLEBY as 
chairman of the board of governors of St. George's Hos- 
pital, London. Lord Ingleby was formerly Mr. Osbert 
Peake, who until the recent ministerial reshuffle was 
Minister of Pensions and National Insurance 


Joseph Porton Trust.—In our issue of October 1, 1955 
(p. 858), we announced the establishment of this Trust, with 
an endowment of £10,000, for research on schizophrenia, 
and the conditions attached to awards under it. The follow- 
ing medical advisory board has now been appointed: Pro- 
fessor J. Etxes, Professor G. R. HarGReAves, Dr. W 
Mayer-Gross, Dr. EMANUEL MiLLerR, and Professor SAMSON 
Wricnt. Further information may be obtained from the 
secretary of the Trustees, Dr. W. ZANDER, 237, Baker Street, 
London, N.W.1, 


COMING EVENTS 


Scientific Basis of Medicine.-The British Postgraduate 
Medical Federation's series of lectures on “The Scientific 
Basis of Medicine” are continuing at the London School of 
Hygiene and Tropical Medicine, Keppel Street, London, 
W.C.1, on Tuesdays and Thursdays (5.30 p.m., without 
ticket) until March 8. Their titles are given in our weekly 
diary. 

Chemical and Radiological Hazards in Industry.—Series 
of postgraduate lectures at Acton Technical College on lead 
poisoning, radiological hazards, insecticides, agene, radiation 
protection, and fluorosis, on Fridays at 7.30 p.m. from 
January 27. Applications (fee £1) to Principal, Acton Tech- 
nical College, High Street, Acton, London. 


Contraceptive Technique.—Lecture and demonstration by 
Mrs. Marte Sropes, D.Sc., at the Mothers’ Clinic, 108. Whit- 
field Street, London, W.1, February 2, at 5.15 p.m. Tickets 
in advance. 

Liverpool University Medical Students Society.—Annual 
dinner for past and present members at the Adelphi Hotel, 
Liverpool, February 8. Tickets (25s.) from medical dinner 
secretary, Medical School, The University, Liverpool, 3. 


Grey Turner Surgical Club will meet in Edinburgh from 
February 26 to 29. Details from Mr. G. N. Bamey, 
F.R.C.S., 2, Lancaster Road, Harrogate. 


Royal Northern Hospital Centenary——The Duke oF 
GLoucrsTerR will preside at a dinner for past and present 
members of the consultant and resident staff and their wives, 
which is to be held at the Royal College of Surgeons on 
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June 26. Will those wishing to attend kindly communicate 
with the hon. secretary, Staff Dinner, Royal Northern Hos- 
pital, Holloway Road, London, N.7, as soon as possible ? 


Banting Memorial Meeting.—The British Diabetic 
Association’s annual Banting Memorial meeting will be held 
on July 6 and 7 at King’s College Hospital, Denmark Hill, 
London, S.E.5. It will consist of a postgraduate course 
designed specially for doctors in charge of diabetic clinics, 
interested registrars, and others. As attendance may 
have to be limited, early application to the British Diabetic 
Association, 152, Harley Street, London, W.1, is advised. 


NEW ISSUES 


Annals of the Rheumatic Diseases.—The new issue (Vol. 14 
No. 4) is now available. The contents include: 


AMERICAN RHEUMATISM ASSOCIATION. EXPERIENCE WITH CORTISONE IN THE 
MANAGEMENC OF RHEUMATOID ARTHRITIS 

Use or Case Recorps In THE STUDY OF THERAPY AND OTHFR FEATURES IN 
Curonic Disease—I. Donald Mainland 

Emprre Rueumatism Councit. Corrisone/Aspirin TRiat. 

HIsTOLOGICAL Cumicat or Lupus Nepuartis. Robert C 
Muehrcke, Robert M. Kark, Conrad L. Pirani, Victor E. Pollak, and 
Irving E. Steck 

ComMPaARISON OF RHEUMATOID (ANKYLOSING) SPONDYLITIS AND CRIPPLING 
Fivorosts. Charles LeRoy Steinberg, Dwight E. Gardner, Frank A 


Smith. and Harold C. Hodge. 
Cause OF 


CHANGES tN THE CorIUM AND SUBCUTANEOUS TISSUES AS A 
Rueumatic Pars. Doris M. Baker 
Tue Presence oF NaTurat Hyprocortisone Synoviat C. L. 


Cope and C. E. Sewell. 

RADIATION Patn THRESHOLDS IN RELATION TO SKIN TEMPERATURES 
Beattie and A. Woodmanscy 

Routine LaporaTory PrRocepures IN ARTHRITIS AND RELATED PrsorDeERs. 
Edward F. Hartung and Mary E. Mahood. 

Uricorysis Normat aNnp Goury INDIvipuals 
Mordecai Zucker 

AMERICAN RHEUMATISM ASSOCIATION. MEETING. 

Boox Review. 

New York RHEUMATISM ASSOCIATION 

Heserpen Society. 

ABSTRACTS 

INDEX FOR 1955 


Issued quarterly; annual subscription £2 2s.; 
12s. 6d.: obtainable from the Publishing Manager, 
House, Tavistock Square, London, W.C.1. 


Ww 


Edward 1. Bien and 


1955 


single copy 
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Archives of Disease in Childhood.—The new issue (Vol. 30, 
No. 154) is now available. The contents include: 


Philip Rainsford Evans 

Patpaste CONTRACTILE PyLoric Tumours IN THE NEWLY 
Craig 

INFANTILE Pytoric Stenosis. J. W. Gerrard, J. A. H. Waterhouse, and 
D. G. Maurice 

InPaANTILe Hyrertropric Pytoric STENOSIS IN Parent aND Thomas 
McKeown and Brian MacMahon 

KERNICTERUS AND Prematuairy. V. M. Crosse, T. C. Meyer, and J. W 
Gerrard 

HYPOPROTHROMBINAEMIA IN THE Newsorn. A. S. Douglas and P. Davies. 

Potasstum Levets my Exchance Transrusion. W. A. B. Campbell 

ParoxysmMaL Tacttycarpia IN Inpancy. John Apiey, Bery! D. Corner, and 
Thomas C. Gibson 

THe Wetour w Disease. T. Colver 

Suppen MENTAL DeTERIORATION CONVULSIONS IN INFANCY. R. S 
Illingworth 

A Form or Liporposts OF THe ApreNat CorTex IN aN INPANT. A. T 
Sandison 

MENTAL RETARDATION, PIGMENTATION OF THE SKIN, XANTHOMATOSIS, AND 
Leukaemia. J. L. Emery, J. Lorber, and J. D. Sheward. 

A Srupy or THe ONset OF RESPIRATION IN THE NEwsorn. J. S. Fraser. 


Issued six times a year: annual subscription £3 3s.; single 
copy 12s 6d.; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Born. W. S 


Iastration.—The next issue (Vol. 6. 
The contents include : 
S. P. W. Chave 


Medical and 
No. 1) is now available. 


Provects tv Pustic Heatta Teacnina 
Mepicat Caricature. W. J. Bishop 
Worps anp ItiustraTions. M. L. Johnson 
SCHLIEREN AND SHaDOWORAPH TECHNIQUES 
L. M. Somers, and W. C. Lenz 
Tue or Cotour Transparencies. D. C. Payne 
Repircas oF Foerat SKULLS For Teacnino. F. E. Hytten, S. P. O. Bramiey. 
and T C. G. McKay. 
EourrMent anp METHODS 
SKELETON FOR Cumicat Notes 
Lantern Stipe FRaMe For ILLUMmNaToRs. 
Pures’ Darkroom Lamps. 
ALPA Macrostat 
Portaste Srereoscore Castner. 
DayLicnt Prosection Viewer 
Coryvino Cotour WITH MODIFICATION 
RereiceraTeD Water Batu FOR PRrocessING IN THE Tropics 


Issued quarterly; annual subscription £2 2s.; single copy 
2s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1 


D. S. Schwartz, A. L. Russo, 


JAN. 28, 


British Journal of Ophthalmology.—The next issue (Vol. 40, 
No. 1) is now available. The contents include: 
m Retinal Vessets OccurrInG 
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Catrare CiuANGES Ratsep OCULAR 


Tension. Compensation tin Curonic Giaucoma. J. H 
Dobree. 

RETINITIS PIGMENTOSA. PaTHOLOGiCAL Finpines In Two Cases. D. R 
Lucas 

Soma OcuLAR MANIFESTATIONS OF PremaTurtry. N. L. McNeil. 

Hyporony arrer Cataract Extraction. John H. Dunnington 


UNILATERAL BuDDING IN New VESSEL FORMATION IN THE Eve. I. C. 
Michaclson 

AUDIOMETRIC AND VESTIBULAR EXAMINATIONS 
J. Landau and M. Feinmesser 

VASCULARIZATION OF THE Optic PaTHWway 
AND INTRACRANIAL Optic Nerve sy Serial SECTIONS. 
A Nectc ms 

Hy ALURONIDASE 
or tHe Raserr’s Eve. G 


IN RETINITIS PIGMENTOSA 


Ill. Stupy OF THE INTRA-ORBITAL 
J. Francois and 


IN Ocutak Tissues. II. HyaLuronmDase in THE Tissues 
Mayer, I. C. Michaelson, and N_ Herz. 
Case Notes: BuiInpness SNAKE-BITE. A. Guttmann-Friedmann. 
Appuiances: O:+tTHatmic Neepte Hoiper. John Foster 
SHaDe ATTACHED TO SpectaCLe Frame TO Protect FROM GLARE IN EarRLy 
or Premature Cataract. H. Neame. 


annual subscription £4 4s.; single copy 8s. 6d. ; 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Monday, January 30 

PostorabuaTe Mepicat or Lonpon.—4 p.m., Dr. R. H. Girdwood: 
Folic Acid and Vitamin B,2 Deficiency in Man and its Investigation 

Universtry Cottece Lonpon: DeparTMENT OF Physio- 
logy Theatre, Gower Street, W.C., 5 p.m., public lecture by Dr. A. Nizet 
(Liége): Hacmopoiesis and General Protein Metabolism. 


Tuesday, January 31 


British Postorapuate Mepicat Feperation.—At London School of 
Hygiene and Tropical Medicine, 5.30 p.m., . R. Wilkie: Living 
Muscle. 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. G. C. Wells: Disorders of 
Sweating. 


Royat Aemy Mepicat p.m., Lieutenant-Colonel H. J. Bensted: 
Bacillary Dysentery—Conwibution by the R.A.M.C. to the Bacteriology 
of the Disease. 

Royat Statistica, Soctery: 
School, 5.30 p.m., joint meeting with Study Section. 
Physique: Its Measuremem and Influence. 

Sr. Mary’s Hosprrat Mepicat Wright-Fleming Institute, 
5 p.m., Mr. D. J. Browne: Surgery of the Newborn. 


Wednesday, February 1 

BiemincuaM Mepicat InstrTuTE: Mip_anp Mepicat Society Section.— 
8.15 p.m., Symposium: Antibiotics. Speakers, Dr. A. M. Nussey, Dr. 
D. L. Crombie, Mr. Fauset Welsh, and Dr. K. B. Rogers. 

Epimsurcn Curmica, Cius.—At Tropical Diseases Unit, Eastern General 
Hospital. Clinical meeting conducted by Dr. Frederick J. Wright. 
InstrTuTe oF DermMaToLocy.—5.30 p.m., Dr J. O. Oliver: Blood and 

Bone Marrow in Skin Diseases 
Institute oF Diseases Ct THE CHEsT.—S p.m., Dr. A. L. Cochrane: 
Detection of Tuberculosis in a Community. 
Instrrute or Uro.tocy.—4.30 for 5 pm, Mr. A. R. C. Higham: 
Diminished Fertility in the Male. 

MIDLAND Mepicat Soctery.—At Birmingham Medical Institute, 8.15 p.m., 
S}Jmposium on antibiotics 
Royal oF PHysiciANs AND SuRGEONS OF GLasGcow.—S p.m., Fin- 
layson Lecture by Professor C. Heymans: Regulation of Blood Pressure 

and Hypertension. 


Thursday, February 2 

British DENTAL ASSOCIATION: MIDDLESEX AND HERTFORDSHIRE BRANCH: 
Acton, EALING AND CHiswick SecTion.—At 11, Castlebar Road, Ealing, 
W., 8 p.m., Mr. R. R. Course: Regional Anatomy of the Jaws 

British PosTGRADUATE MepicaL FeperaTion.—At London School of 
Hygiene and Tropical Medicine, 5.30 p.m., Dr. S. V. Perry, Ph.D.: 
Proteins in Muscular Contraction. 

Facutty OF HomororatHy.—At Royal London Homocopathic Hospital, 
5S p.m., Dr. Stanley Rivlin: Modern Approach to the Varicose Probiem. 

Lonpow Unrversity.—At St. Thomas's Hospital Medical School, 5 p.m., 
special university lecture in human anatomy and morphology by Pro- 
fessor A. Jost (Paris). Hormonal Control of Sexual Differentiation in 
the Mammalian Foetus. 

Str. Georce’'s Hosprrat Mepicat p.m., Dr. D. Curran: post- 
graduate demonstration in psychiatry. 


Friday, February 3 

@Acton Tecunicat Cottece: Department or CHEMISTRY AND BIOLOGY, 
High Street, Acton, W.—7.30 p.m., Dr. J. E. S. Bradicy, Ph.D.: Radio- 
logical Hazards—Some Physical Aspects. 
Bertisu INSTITUTE OF RAaDIOLOGY.—8 p.m., meeting of medical members. 
@instiruTe oF p.m., clinical demonstration by Dr. 
L. Fourman: Diseases of the Nails 
INstITUTE OF DISEASES OF THE CHEST.- Lioyd Rusby: 
clinical demonstration. 

Centre ror Nevrosurcery, Holly Lane, Smethwick.—8.15 p.m., 
Mr. J. B. Pennybacker: Compression of the Cauda Equina 

Postorapuare Mevicat ScHooL oF Lonpon.—4 p.m., Mr. P. McG. Moffatt: 
Fundus Conditions in General Diseases 

Royat Menico-CurrurcicaL Sacrety oF Giascow.—At Royal Faculty of 
Physicians and Surgeons of Glasgow, 8.30 p.m., Professor C. A. Well 
Place of Surgery in the T catment of Hypertension 

Wuuires Cross Mepicat Socrery.—8.30 p.m., Dr. J. D. Kershaw: 
Care and Management of the Handicapped Child. 


SecTion.—At Westminster Medical 
Dr. R. W. Parnell: 


p.m., Dr. N. 
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APPOINTMENTS 
East ANGLIAN Reotonat Hosptrat K. E. Inman, M.B., 


Radiologist, Peterborough and Stamford 


Ch.B., D.M.R.D., Consultant 
Consultant Physician, Norfolk and 


Area Batty Shaw, D.M., M.R.C P 
Norwich Hospital Group; R. A. Pargiter, M.B., B.S., Senior Kegistrar in 
Psychiatry, Suffolk Mental Hospitals; J. A. Blundell, M.B., B.S., D.A., 
Senior Anacsthetic Registrar, Peterborough Memorial Hospital; C. S. 
Sheldon, M.B., B.S., Registrar in Psychiatry, Fulbourn and Addenbrooke's 
Hospitals ; D. K. Kabraji, M.S., Surgical Registrar, North Cambridgeshire 
Hospital; S. Sochockyj M.D., Surgical Registrar, Papworth Hospital ; 
K. M. Thacker, M.B., B.S.. D.T.M&H., Medical Registrar, Papworth 
Hospital ; P. L. Fieldus, M.B., B.S., Medical Registrar, Newmarket General 
Hospital; M. J. Greenberg. M.B., B.Chir., M.R.C.P., Consultant Chest 
Physician, Cambridge Area; |. A. Mansoor, M.B., B.S., Orthopaedic 
Registrar, Norfolk and Norwich Hospital; R. H. Gibbon, M.B., B.Chir., 
Medical Registrar, Norfolk and Norwich Hospital; B. Needham, M.B., 
» M.A.O., D.Obst.R.C_0.G., Registrar in Obstetrics and Gynaecology, 
East Suffolk and Ipswich Area ; Anna M. Walsh, M.B., B.Ch., 
Oost.R.C.0.G., Registrar in Obstetrics and Gynaecology, Peterborough 
Group of Hospitals; Sobha Ghosh, M.B., r D.G.O., Registrar in 
Obstetrics and Gynaccology, West Norfolk and King's Lynn Hospital ; 
Anthea M. Bushby, M.B., Ch.B., D.A., Anaesthetic Registrar, Peterborough 
Memorial Hospital 

Gieson, Ronatco V., MB., M.R.C.P., Assistant 
Cardiologist, Hospitals for Diseases of the Chest. 

Mate, R. M.B., Ch.B., MRCP., D.P.H., D.C.H., Deputy Medical 
Officer of Health, Swindon. 

MancHester Reoronat Hosprrac Pcarp.—S. W. Davidson, M.B., Ch.B., 
F.R.C.S.Ed., Consultant Traumatic and Orthopaedic Surgeon, Macclesfield 
and District Hospitals; W. G. A. Begg. M.B., Ch.B., D.P.M., Deputy 
Medical Superintendent and Assistant Psychiatrist (S.H.M.O.) at Springficld 


Consultant 


Hospital, Manchester 

NortH-west Merropourran ReGionaL Hospitat Boarp.—D. R. 
McPherson, M.B., Ch.B., D.M.R.E., Consultant Radiologist, 
High!ands Hospital : Frances D. i, M.B., B.S., Consultant Neuro- 
pathologist, West End Hospital for Neurology and Neurosurgery ; D. E. 


Hone, B.M., B.Ch., Ophthalmologist (S.H.M.O.), School Treatment Centre, 


Chest Road, Swains Lane, Highgate ; A. C. Woodmansey, MD., M.R.C.P., 
D.P.M., D.C.H., Assistant Psychiatrist (S.H.M.O.), Hertf@rdshire Child 
Guidance Service; J. McConn, MCh. D.O.M.S., Ophthalmologist 


(S.H_M.O.) at School Clinics at Hendon, Finchicy, and Burnt Oak. 
Ross, AnDrew C., MB., Ch.B, D.P.H., Medical Officer of Health of 
Blaby and Lutterworth Rural Districts and Assistant County Medical Officer 


of Health, Leicescershire. 
RUNWELL HosPITAL, “Wickford, Essex.—G. D. Fraser Steele, M.D., 
H. 


F.R.C.P.Ed., D P.M. Whole-time Consultant Psychiatrist; J. 
Margerison, M.B., Ch.B., Whole-time Research Assistant, Senior Registrar 
grade (Peel Trust); J. E. Boulding, M.D., C.M., Whole-time Clinical 


Research Fellow 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Davies.—On December 29, 1955, at Morriston Hospital, Swansea, to Marie, 
wife of Dr D. M. Davies, a daughter—Eileen Sheila. 
-——On January 15, 1956, to Debonnaire (formerly Hay), 
of Dr. J. O. McDonagh, Terrace House, Stanley, Perthshire, a son. 
Walsh.—On January 12, 1956, to Eunice, wife of Dr. R. Walsh, 
Wilmslow, Cheshire, a daughter. 


wife 


DEATHS 


Anderson.—On January 13, 1956, at 26, The Downs, Wimbiecdon, London, 
S.W., Douglas Hamilton Anderson, M.D. 

Booth.—On January 8, 1956, at “ Park Rise,” Pool-in-Wharfedale, near 
Leeds, Yorks, Sydney Herbert Booth, M.D., formerly of Bradford. 

Cock.—On January 5, 1956, at Gratnor, Lusticigh, Devon, Frederick Cock, 
M.R.C.S., L.R.C.P., Surgeon Captain, R.N., retired. 

Coulson.—On January 9, 1956, Dorothy May Coulson, L.R.CP.A&S. & 
L.M., of 38, Markham Street, London, S.W. 

Delgado.—On January 9, 1956, at the Royal East Sussex Hospital, Hastings, 
Alfred Errol Delgado. M.B.. Ch.B., aged 66. 

Eisinger.—On January 14, 1956, Cari Eisinger, M.D., of 25, Addisiand 


Court, Addison Road, London, W. 
~— PY January 8, 1956, in London, Rupert Charlies Handicy Ensor, 
S.A. 


Hackney.—-On January 12, 1956, at Barton, Winscombe, Somerset, Clifford 
Hackney. MR.CS.. L.R.C.P., aged 82. 


-—On January 8, 1956, at Holmcroft, Alsager, Cheshire, Henry 
Percy Harpur, M.D., aged 67. 
Hilttes.—On January 8. 1956, Oscar Hilton, M.D., of Litton Cheney, 
Dorset, formerly of Northwood, Middlesex, aged 79. 
Jacques.—-On January 7, 1956, Harold Jacques, M.C., L.S.A., Major, 


» RAMC., retired, of Aston Court, Ross, aged 78. 

Kerr.—On January 9, 1956, at North Berwick, James Douglas Kerr, M.D., 
D.P.H., D.C._H., of 13, Seaview Terrace, Joppa, Edinburgh 

Loftus.—On January 7, 1956, at his home, 29, South Side, Streatham 
Common, London, S.W., Michael James Loftus, L.R.C.P.&S.I., Dyp.H., 


aged 63 
McCagie.—On January 7, 1956. at Edinburgh, John Wilson McCagie, 


OBE... L.R.C.P.AS Ed., L.R.F.P.S., L.DS., of 88, Thirlestane Road, 
Edinburgh 

McC December 25, 1955, in St. Luke's Hospital, Dublin, 
Timothy McCarthy. L.R CP.&S Surgeon Commander, R.N.. retired, 


of Ardmore, Co. Waterford, Eire 


Mould.—-On January 1, 1956, at his home, Richard John Mould, M R.CS., 
LR.CP 

Pretty.-On January 8, 1956, at 73. Valley Road, Ipswich, Suffolk, Kenneth 
Pretty, T.D.. M.B., Lieutenant-Colonel, R.A.M.C., T.A., retired, aged 71. 


Turner.-On January 6, 1956, at his home, Sheepficld, Clappers Lane. 
Henfield, Sussex, James Meadowcroft Turner, M.B., F.R.C.S., aged $2. 
Witey.—On January 8, 1956, James Brown: Wiley, M.B., B.Ch., D.P.H., 
of 100, Brooklands Road, Sale, Manchester, aged 58 

Wiltams.—On January 10, 1956, at Asni, Upper Carlisle Road, East- 
bourne, Sussex, Augustus Scott Willams, D.S.O.. MR.CS., L.R.CP., 
Maior, R.A.M.C., retired, aged 77 

Wright.—On January 7, 1956, at Windyridge, Tachbrook Road, Leaming- 
ton Spa, Warwicks, Archibald Francis Wright, M.C., M.B., 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 


submitted. 


Choice of a Routine Sulphonamide 


Q.-Some years ago a number of cases of anuria and 
crystalluria were reported after the use of sulphamerazine. 
How ereat is this danger? Which sulphonamide is recom- 
mended for routine use in practice ? 

A.—-The dangers of inducing anuria and crystailuria by 
the use of sulphamerazine are very slight. It is a much 
more soluble drug than the older sulphonamides such as 
sulphadiazine and sulphathiazole, Nevertheless the danger 
of this complication occurring is not entirely negligible if 
the patient is dehydrated and is having an inadequate 
quantity of fluid. Sulphamerazine is a constituent of the 
triple sulphonamide mixture “ sulphatriad,” which hardly 
ever gives rise to urinary complications, and this is a pre- 
ferable preparation to sulphamerazine alone. The sulphon- 
amide which is probably most satisfactory for routine use 
iN practic® ts sulphadimidine. 


Inheritance of Essential Hypertension 


Q.—-To what extent is essential hypertension hereditary ? 
What are the chances of children developing the condition 
if one parent is hypertensive or if both are? Does the age 
of onset and the severity of the hypertension in the children 
bear any relationship to those in the parents? 


4.—-Blood pressure, like height, tends to be inherited from 
both parents. It is not inherited in the manner of normal 
or high, any more than height is inherited just as short or 
tall (as in the classical pea experiments of genetics). Rather, 
children tend to resemble their parents in blood pressure as 
in other characteristics. Blood pressure tends to rise with 
age and more in some subjects than others. It therefore 
follows that the higher the blood pressures of the two 
parents (provided this is not due to secondary hyperten- 
sion) the higher the pressures of the children are likely 
to be and the younger the age at which their pressures are 
likely to exceed the lower limit which current practice assigns 
to the condition of essential hypertension. In general, the 
degree of inheritance of blood pressure can be expressed 
in the following way: for every 10 mm. that the blood 
pressure of a parent exceeds or falls short of the norm for 
his or her age and sex, then the blood pressure of the 
child will, on an average, exceed or fall short of the norm 
for its age and sex by 2 mm. 


Pregnancy and Essential Hypertension 


Q.—-Whar advice should be given a woman with essential 
hypertension regarding pregnancy? Would she have an 
increased risk of abortion or toxaemia of pregnancy? 
Would pregnancy have an adverse effect on her hyper- 
tension? The patient in question is 29, with a blood 
pressure of 160/90 mm. He. 

A.-Pre-existing hypertension does increase the hazards 
of pregnancy for the mother and even more so for the 
foetus. But quoted figures of maternal and foetal mortality 
are for all degrees of initial hypertension from the mild to 
the severe, and a proportion of the women had received 
inadequate antenatal care. It is presumed that the patient 
in question has no cardiac enlargement, impairment of renal 
efficiency, or retinal changes, in which case her hyperten- 
sion is to be regarded as mild, especially if the level falls 
after rest. The risk of abortion in such cases is estimated 
by Dieckmann’ as 10°,, which is not significantly higher 
than the general rate. 

The incidence of toxaemia in all pregnancies is about 8%,. 
but about 30% of all gravidae with essential hypertension 
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develop a superadded pre-eclampsia, usually after the 30th 
week. The maternal mortality in the group thus compli- 
cated is about 5% and the foetal mortality about 40%. The 
main dangers are accidental haemorrhage, eclampsia, cere- 
bral haemorrhage, and intrauterine death of the foetus ; but, 
again, much depends on the initial degree of hypertension 
and on the quality of antenatal care. This last is therefore 
of paramount importance in any pregnant woman with 
essential hypertension. Extra rest must be prescribed and 
taken. The patient must be seen fortnightly up to the 
28th week and weekly thereafter. The blood pressure, 
results of urinary analysis, and weight must be recorded 
at each visit. A fall in blood pressure during the middle 
trimester is said to be of favourable import for mother and 
baby. If the patient is obese, a reducing diet is indicated ; 
in any case the intake of salt should be limited and Dieck- 
mann advises that the daily intake of sodium should not 
exceed 1.5 g. However, the absence of excessive weight gain 
is not necessarily a good prognostic sign, especially if the 
patient is on a reducing diet. The blood pressure is the 
best guide to the patient's condition and progress, and any 
rise, or the appearance of albuminuria or oedema, or a 
weight gain of more than 1 Ib. (0.45 kg.) per week are all 
indications for hospitalization. The management of hyper- 
tension with superadded pre-eclampsia may put the attend- 
ant’s obstetric judgment to severe test. He may have to 
decide when the time has been reached for the pregnancy 
to be interrupted, vaginally or abdominally, in the interests 
of the mother ; and when the crucial point has arrived when 
the foetus has a better chance of survival outside the uterus 
than inside. To add to his difficulties, the baby is often 
underweight for its maturity, presumably because of im- 
paired placental function. Nevertheless, with a co-operative 
patient and proper care, the woman with mild hyperten- 
sion usually escapes serious complications in pregnancy 
and succeeds in giving birth to a healthy child. With very 
few exceptions, no woman should be denied at least one 
chance of having a baby, and the patient in question is in 
better condition now than she will be later on to stand the 
stresses Of pregnancy and of rearing a child. 

With regard to the remote prognosis, the rate of pro- 
gression of hypertension normally varies, and therefore the 
effect of pregnancy is difficult to assess. But it is generally 
held that the remote prognosis is not adversely affected by 
the intervention of pregnancy, there being no progress in 
the disease other than that normally to be expected from 
ageing. 

REFERENCE 
* Dieckmann, W. J., Surg. Clin. N. Amer., 


Corrosion from Sweat 


Q.— During the handling of newly machined metal parts 
sweat is deposited on them and corrosion results. Apart 
from gloves, which are ruled out owing to the nature of the 
work, what can be done to prevent this? 


A.—The surface of the skin is inevitably contaminated to 
a greater or lesser extent, both with sebum and with the 
constituents of sweat. The former contains free fatty acids, 
including oleic acid, as well as saturated fatty acids similar 
to stearic acid. Sweat contains sodium chloride, urea, 
and some short-chain fatty acids, as well as a variety of 
trace substances. 

The constituents of sweat are thought to be the cause of 
the rotting or “tendering” of clothing and of footwear, 
and the problem has been investigated by the British Boot, 
Shoe, and Allied Trades Research Association, and probably 
by others. Troublesome effects of chemical origin due to 
handling are of course well known to those associated with 
silverware or photographic emulsions. 

There seems to be no medical solution to this problem. 
A completely impervious coating is not likely to be any 
more acceptable to the users than really thin rubber gloves. 
In that corrosion is unlikely to be due to a single constituent, 
it also seems very difficult or impossible to devise a cream 
containing a chemical neutralizer. Substances which reduce 
the formation of sweat when applied locally do not exert 
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a total effect and are probably undesirable for routine use 
by workpeople. It would seem that the solution would 
be best sought along mechanical lines—for example, by the 
use of forceps or some other method of avoiding contact 
between the skin and the parts liable to corrosion. 


Testosterone for Frigidity 

Q.—Is testosterone recommended for the treatment of 
rigidity in women? 

A.—-Androgen therapy is not a sound approach to the 
treatment of most women with frigidity. Only exception- 
ally will it increase libido, and only women with a high 
oestrogen balance can take methyl testosterone for any 
length of time ; the rest develop oedema, acne, hirsuties, and 
other signs of masculinization. The vast majority of cases 
are emotionally determined. A woman, for instance, with 
a vaginal anaesthesia does not learn vaginal responsive- 
ness from being given androgen, although her general sexual 
excitability may be slightly raised. 

Indeed, as so often happens with sex steroids, the un- 
expected reaction sometimes occurs ; and an excessive libido 
may actually lessen with methyl! testosterone. For instance, 
if a premenstrual or menopausal woman has her “ tension ” 
relieved by the temporary use of androgen, she may also 
be relieved simultaneously from a troublesome sexual 
tension, It is always difficult to predict subjective responses 
with therapy of this sort 


Mescaline Intoxication and Schizophrenia 


Q.—Does mescaline produce any biochemical changes 
resembling those found in schizophrenia, or does it act 
simply by penetrating the blood-brain barrier and affecting 
a certain portion of the cerebrum ? 


A.—Up to the present no biochemical changes are recog- 
nized as characteristic of schizophrenia. Whatever abnormal 
findings have been established in schizophrenics have not 
proved to be regularly or causally connected with the schizo- 
phrenic illness. The effects of mescaline on the cerebral 
metabolism are also not fully understood; in particular. 
it is not known if it affects only a certain portion of the 
brain. The similarity between the artificial psychoses pro- 
duced by drugs such as mescaline and schizophrenia refer 
only to certain psychological symptoms which may be in 
each instance of quite different origin. This field is actively 
under investigation, and the question may be easier to answer 
after another few years have elapsed. 


Applications for a Driving Licence 

Q.—In the “ Application for a Licence to Drive a Motor 
Vehicle,” paragraphs 12, 13, 14, and 15 ask questions about 
the physical and mental health of the applicants. If an 
applicant admits to one of the conditions listed, such as 
epilepsy, is a licence refused automatically or is some dis- 
cretion exercised by the licensing authority ? 

A.-—There are 185 licensing authorities in Great Britain 
and the procedure may vary. This is what is done by one 
large licensing authority 

Any person who suffers from a disease or disability pre- 
scribed by the Motor Vehicles (Driving Licences) Regula- 
tions, 1950, is precluded from holding or obtaining a driving 
licence. Therefore, if an applicant gives an unqualified 
answer on the form of application to the effect that he is 
suffering from any one of the diseases or disabilities so 
prescribed, the authority has no alternative but to refuse 
the grant of a licence. 

If, however, the applicant qualifies his answer in any 
way—for example, by letter—-it is this authority's practice 
to afford him an opportunity to obtain and submit evidence 
from his medical adviser, or the medical officer of any 
hospital which he may have attended, regarding his fitness 
to drive. The matter is then referred to the authority's 
medical officer of health, who may advise on the applicant's 
fitness to drive after consideration of the evidence submitted, 
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or, where he considers such a course desirable, after con- 
sultation with the doctors concerned ; alternatively, he may 
decide to examine the applicant before reaching a decision. 

If it is necessary for an epileptic to have constant treat- 
ment in order to control fits it seems clear that such a 
person must be regarded as “ suffering from epilepsy ” and 
thus not a fit person to hold a licence. It is, of course, diffi- 
cult to generalize on this subject, but it is this authority’s 
practice to inform such an applicant that an application 
for a driving licence cannot be considered until treatment 
has ceased. 

Malaria Prophylaxis in Infancy 


Q.—At what age should malaria prophylaxis be com- 
menced? What is the most suitable antimalarial for 
infants ? 

A.—The answer to the first question depends on the risks 
to which the child is exposed. There is no evidence that the 
newer antimalarials are toxic, even when given to infants 
during the first few months of life, provided that proper 
dosages are employed. Most physicians, however, are re- 
luctant to administer these or any other drugs to infants or 
young children unless it is essential to do so. During the 
first two years of life the child, unless suffering from dis- 
turbed nights, should be in bed and under a mosquito net 
throughout the time during which mosquitoes are likely to 
bite, and should therefore not be exposed to malaria. If, 
however, the child sleeps in a room which is not mosquito- 
proof and has to be taken up during the night, drug prophy- 
laxis should be commenced, It should, in any case, be 
started as soon as the hour of going to bed becomes later 
than sunset and the hour of rising earlier than sunrise. 

Proguanil is the least toxic of the well-tried effective 
malarial prophylactics, and to children under 3 years it 
may be given in daily doses of 33 mg. (} tablet), to those 
aged 3-9 years in daily doses of 50 mg. (4 tablet), 9-14 years 
in doses of 75 mg. (} tablet), and to those aged more than 
14 years in adult doses—100 mg. daily. Chloroquine and 
pyrimethamine are also effective, and of these the adult doses 
are respectively 300 mg. (base) and 25 mg. weekly. Children 
are given quantities reduced according to age in the same 
proportion as for proguanil. Proguanil and pyrimethamine 
have the advantage of being causal prophylactics of falci- 
parum malaria, as they destroy the pre-erythrocytic stage of 
the parasite. Chloroquine acts only on erythrocytic forms 
after they have matured in the liver. 


Treatment of Dupuytren’s Contracture 

Q.—What is the best treatment for Dupuytren’s contrac- 
ture? Is cortisone of any value ? 

A.—Surgical removal of the palmar fascia is the only 
form of treatment of Dupuytren’s contracture which is 
curative, safe, and free from untoward late reactions. The 
operation must be performed by a surgeon experienced in 
the techniques which have been developed in modern hand 
surgery during the last two decades. 

There are no reports of unquestionable and lasting cure 
of this condition after the use of cortisone, hydrocortisone, 
or any other drug, and though treatment by x-irradiation has 
its advocates the writer would certainly not submit his hands 
to the hazards of irradiation in view of the excellent results 
of the modern operation. 


Mild Wegrees of Hypermetropia 

Q.—Should glasses be prescribed for children whose re- 
fractive errors are +0.25 to +0.5 and who complain of 
visual disturbance alone, or with associated blepharitis, styes, 
or conjunctivitis ? 

A.—Glasses are seldom indicated for children displaying 
so trivial a degree of hypermetropia. Nor would this refrac- 
tive state be likely to account for blepharitis, styes, or con- 
junctivitis. The only obvious reason for prescribing such 
weak glasses for a child would be some associated disorder 
of ocular-muscle balance. 
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Headache after Ephedrine 


Q.—Recently a long-standing asthmatic has begun to 
have severe frontal headaches after taking $ to I er. (32 to 
65 mg.) of ephedrine. What is the explanation of this and 
its treatment ? 


A.—Headaches sometimes accompany or follow asthmatic 
attacks, especially if severe, but presumably this patient's 
headaches are definitely related to ephedrine. Headache is 
one of the many side-effects which may occur with ephedrine. 
Usually such side-effects are the result of overdosage, but 
very occasionally even the smallest dose causes upsets. 

Aminophylline, 0.2 g. by movth, might be tried instead 
of ephedrine, or an inhalant such as isoprenaline sulphate 
compound spray (N.F.) Preparations which are usually 
well tolerated are those which combine small doses of ephe- 
drine with phenobarbitone or some other barbiturate and 
theophylline. Methylephedrine, which is less effective but 
has fewer side-effects than ephedrine, has also been recom- 
mended in such patients. 


Congenital Dislocation of the Hip 


Q.—(1) What are the chances that the children of a parent 
with bilateral congenital dislocation of the hip will be simi- 
larly affected? (2) Is pregnancy likely to worsen the con- 
dition of a patient with this condition? Is caesarean section 
helpful in such cases? (3) What percentage of affected 
children can be cured if treatment is begun at the earliest 
possible moment ? 

A.—(1) The chances are very remote that a man with 
congenital dislocation of the hips will father children 
similarly affected. The chances that a woman with this 
disorder will produce offspring whose hips are con- 
genitally dislocated are, however, quite real. The exact 
incidence of direct inheritance of this disorder has not yet 
been worked out, but in parts of the world like one area 
in Brittany, where congenital dislocation of the hips is very 
common, direct inheritance appears to be almost the rule. 
The risk of transmitting congenital dislocation of the hips 
in Britain is certainly not great enough to deter potential 
parents from raising a family. 

(2) Pregnancy is not likely to worsen the condition of a 
patient with congenital dislocation of one or both hips. 
The need for caesarean section in such patients will be 
determined entirely by the degree of pelvic deformity which 
may have resulted. Usually, even in a completely untreated 
unilateral congenital dislocation, the worst that happens is 
an oblique contraction of the pelvis on the sound side. This 
is no bar to a natural, normal delivery. 

(3) If treatment of congenital dislocation of the hip is 
begun within the first six months of a child's life, the result 
will be perfect in an enormous majority of cases. A very 
small minority with such additional anatomical peculiarities 
as dysplasia of the acetabulum, or absence of the head of 
the femur, cannot, of course, be cured, however early treat- 
ment is undertaken. The critical time is when walking 
begins. If treatment is begun before the child has started 
to stand and to walk, an excellent prognosis can be given 
with real confidence. If treatment begins at the age of 2 
or later, the prognosis must be much more guarded, though 
many first-rate cures can be obtained. 


Discharge at Corners of Eyes 


Q.—What is the cause of the thin white waxy discharge 
which collects at the corners of the eyes in some patients, 
usually men? 

A.—White secretion accumulated at the inner and outer 
canthus is a product of the mucus and Meibomian glands, 
together with dust and other debris of which the scavenging 
is facilitated by eyelid movements. Within limits this dis- 
charge should be regarded as physiological. It is slightly 
commoner in men, because more of them are engaged in 
dusty occupations ; but we should also remember that the 
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about facial details—that is to say, she is more likely to 
remove the secreted material before it has accumulated to 
any conspicuous degree. 


Impotence after Excision of Rectum 


Q.—What might be the cause of impotence after a re- 
section of bowel, plus colostomy, for carcinoma a year ago ? 
The patient has now recovered full vigour and leads a very 
active life. What advice should he be given? 


A.—This question does not specifically state that the- 
patient has had a radical excision of the rectum performed, 
but if he was left with a permanent colostomy this may be 
presumed. Seeing that a year has now elapsed since the 
operation and the patient is stated to have fully recovered 
his health and vigour, he can no longer be considered to 
be in the phase of post-operative debility. It seems likely, 
therefore, that his impotence will prove to be an organic 
disability of neurogenic origin—that is, due to surgical injury 
of the nervi erigentes or the pelvic plexuses. According to 
Goligher’ this occurs in about one-third of patients after 
excision of the rectum. The best advice would be to discuss 
the matter frankly with the patient and explain that this 
disability should be accepted with philosophic resignation 
as one of the occasional but unavoidable sequelae of this 
operation. No special treatment is indicated. 

REFERENCE 
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NOTES AND COMMENTS 


Prognosis After Two Intrauterine Deaths from Rhesus 
Incompatibi'ity.—Mr. FE. A. Witttams (Oxford) writes: I would 
like to comment on the last paragraph of your expert's reply 
(“ Any Questions ? * December 10, 1955, p. 1461). With proper 
management, despite two previous intrauterine deaths due to 
hydrops, the outlook for successful pregnancy need not be hope- 
less, although it is admittedly serious. Last week you printed an 
account of a patient successfully treated in the Area Department 
of Obstetrics and Gynaecology at Oxford over five years ago.' 
Since then a further two patients equally in this so-called “ hope- 
less class * have been successfully delivered of healthy children. 
Nor is this experience unique, and the aggregate of successfully 
managed pregnancies must be considerable in this country. It 
is being realized more and more? that timely induction offers 
distinct advantages and has a much wider application than was 
suggested by earlier reports.” * Finally, I would like to suggest that 
any patient with this trying problem should at least be aware of 
the possibility of achieving successful pregnancy with appropriate 
management. Only she can decide whether it is worth while to 
try again. 

Rererences 


' British Medical Journal, 1956. 1, 152 

2 Kelsall, G. A., and Vos, G. H.. Lancet 

5 Mollison. P. L., and Walker, W., ibid 

* Davies, B. S., Gerrard, J., and Waterhouse. J 
1953, 28, 466. 


Correction.—In the acknowledgments accompanying the paper 
by Drs. Mary G. McGeown and D. A. D. Montgomery on 
“Multiple Myelomatosis Simulating Hyperparathyroidism ” 
(January 14, p. 86), Dr. James B. Gibson should have been 
thanked for the post-mortem examination. 
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Books of “ Any Questions ? "—The second and third volumes 
of “Any Questions?” are available, price 7s. 6d. (postage 
6d.), from the Publishing Manager, B.M.A. House, Tavistock 
Square, London, W.C.1, or through any bookseller. Each con- 
tains some 200 selected expert answers, and the third volume a 
cumulative index to the three published books. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


A meeting of the Committee was held on Wednesday, 
January 12, with Mr. T. HoLMes SeLiors in the chair. 

Mr. A. M. A. Moore was elected to act as chairman of 
the conference of consultants and specialists to be held on 
June 20. 


Hospital Medical Staffing 


In common with other committees, the Committee has 
been preparing a report for the Association’s Willink Evi- 
dence Steering Committee. The work of the subcommittee 
dealing with the matter, whose report was before the meet- 
ing, was complicated by the fact that the present structure 
of hospital medical staffing was under critical examination 
and by the impossibility of estimating the effect on hospi- 
tal practice of future advances in medicine. Since the war 
there had been a steady development and expansion of the 
hospital service and further expansion was required. The 
subcommittee suggested that all specialist practice should 
be regarded as originating from the main branches of medi- 
cine and surgery ; new discoveries and new techniques might 
cause a contraction or the disappearance of a specialty by 
placing some conditions within the scope of the general 
physician or surgeon, so that, although requirements in 
specialties would fluctuate, the total requirements over the 
whole hospital field would not fluctuate to the same extent. 
New adyances, therefore, were less likely to affect the num- 
ber of medical staff than might be expected. 

Professor G. I. StRACHAN, who had attended the Steering 
Committee to present the subcommittee’s report, said that 
he had been interested to find that other committees had 
encountered the same difficulties in coming to a conclusion 
as had his committee. One of the main considerations 
raised had been the danger of the Government regulating 
entry to the profession. This, it was felt, should be left to 
the medical schools and to the profession. 

Objections were raised regarding the estimates given of 
the requirements in various specialties, and several members 
thought the figures should have been referred first to the 
specialist groups. It was pointed out, however, that the 
Willink Committee’s task was to find out how many doc- 
tors would be required, in all. There had been no attempt 
by the subcommittee to forecast with accuracy the break- 
down of the total number into various specialties. Such a 
task would have been impossible. It was the total number 
that mattered. 

The subcommittee had also considered the closer inte- 
gration of the general-practitioner and hospital services, and 
recommended that, while general practitioners should be 
able to obtain hospital appointments, it should also be 
made easier for hospital medical staff to obtain experience 
and appointments in general practice. Where arrangements 


were in operation for general practitioners to have access to 
hospital beds, they should be maintained. The subcommittee 
recommended that general practitioners should be more 
closely associated with hospital work, and particularly in 
rural areas they should be able to combine consultant work 
and general practice. General practitioners appointed to 
part-time consultant posts must have the qualifications, train- 
ing, and experience consistent with full consultant status, 
and progression from general practice to consultant work 
should be possible by the holding of a part-time consultant 
appointment at a small hospital whilst in general practice. 
These principles were accepted by the Committee, as was 
the report which had been presented to the Willink Steer- 
ing Committee, with the deletion of the detailed figures, 
leaving only the total figures of estimated requirements. 


Internal Administration of Hospitals 


Another report of importance considered by the Com- 
mittee was that of the subcommittee set up to study the 
Bradbeer Report on hospital administration. The subcom- 
mittee commented that there was a relative failure in the 
Bradbeer Report to put first things first: hospital admini- 
stration was not a realm in itself but must always be regarded 
as ancillary to the needs of the patients for medical and 
nursing care. The subcommittee considered that for effici- 
ency and smooth working the tripartite system of admini- 
stration depended upon the good will and understanding of 
each of the three administrations towards the others, in a 
scrupulous care not to exceed the limits of the duties rightly 
belonging to each, and a constant regard for each other 
when their functions overlapped. It was also essential for 
the successful practice of the tripartite system that the lay 
administrator should be paramount in his own field in his 
own hospital, 

The subcommittee recommended that a tripartite system 
should operate at hospital group level where the chairman 
of the hospital group medical advisory committee could 
act as medical administrator. The alternative to a tripartite 
pattern of administration in a hospital was the appointment 
of a medical superintendent who should act in co-operation 
with the hospital medical committee. The medical superin- 
tendent should be of consultant status and should normally 
be a clinician. If a member of the hospital consultant staff 
was appointed as medical administrator he should be nomin- 
ated by the senior medical staff of the hospital, and if 
appointed from outside the hospital staff he should be 
acceptable to them. In sanatoria and infectious diseases 
hospitals the physician superintendent should be the senior 
administrative officer. The subcommittee was wholly 
opposed to the proposal by the Bradbeer Committee of a 
new R.M.O./R.S.O. grade ; it was unnecessary and had many 
objectionable features. 

A good deal of discussion centred round the nursing 
administration. It was unanimously agreed that the matron, 
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as head of the nursing service and as the one responsible 
for the supervision of the domestic and ancillary male staff, 
should be directly responsible, and have the right of direct 
access, to the governing body. House committees should be 
encouraged to exercise their functions, even if advisory only, 
in all matters concerned with the life of the hospital, and 
the delegation of powers to the house committee should not 
be excluded. 

A resolution of the Representative Body passed at its 1955 
meeting that in no circumstances should hospital medical or 
nursing staff be under the control of lay administrators was 
strongly supported 

These comments were approved by the main Committee 
and referred to the Joint Consultants Committee for con- 
sideration 


Study Leave 


At the last meeting of the Committee mention was made 
of the difficulties encountered by consultants in various 
regions in obtaining study leave to attend conferences in this 
country. It was decided to ask consultants who had attended 
the joint meeting in Canada last year to supply the Committee 
with information on their experience. From the replies 
received it was obvious that there was a good deal of dis- 
parity between the regions, but that the occasion was not 
sufficiently typical to form the basis of an approach to the 
Ministry on the general question of bringing some uniformity 
into the granting of study leave. It was decided to seek 
further information relating to more normal periods of study 
leave. 

Domiciliary Consultation Arrangements 

The Representative Body in 1955 passed a resolution that 
the services of a specialist anaesthetist should be available 
to the general practitioner in obstetric cases under the domici- 
liary scheme. In response to an inquiry, the Committee 
was informed by the Ministry that the usual practice (where 
the general practitioner called in a general-practitioner col- 
league to administer the anaesthetic) was, in its opinion, the 
tight one. A consultant anaesthetist would be necessary 
only when a consultant obstetrician was necessary. There 
might be obstetric cases in which other indications called 
for anaesthesia to be induced by a specialist, but, generally 
speaking, the Ministry would not consider that a consultant 
anaesthetist should be available for domiciliary confinements. 
although it might be necessary in exceptional cases. The 
Anaesthetists Group Committee, which had been consulted, 
had said that in view of the risks the general practitioner 
should always be able to call in a consultant anaesthetist 
whenever full anaesthesia was required. The Committee 
decided to refer the matter to the Joint Committee 

Another matter referred to the Committee for an opinion 
was whether it was proper for a consultant to examine a 
patient in his home to determine his suitability for admission 
to hospital. If so, must the consultant inform the general 
practitioner of his intention and could the examination be 
designated to a registrar or house officer? It was assumed 
that the question was mainly concerned with geriatric patients 
already on a waiting-list, and that it was part of the duty 
of the authority that might have to take care of these patients 
to decide whether they needed hospital in-patient treatment 
or whether they might be suitable for admission to local 
authority accommodation. 

The Committee expressed the opinion that the general 
practitioner must be informed and if possible a consultation 
with him arranged. With regard to delegation to a junior, 
the position was the same as with an examination at the 
hospital. The consultant was directly responsible for the 
opinion of such a junior and any consequences arising from 
it. The Committee thought, however, that normally the 
consultant himself should make the visit, though there might 
be circumstances in which it would be necessary for him to 
delegate the task to a junior colleague, 


Other Matters 


Following the recent agreement with the Treasury for an 
increase in consultant's fees, complaints had been received 
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from a number of S.H.M.O.s, who had regularly undertake 
part-time consultant work for Government departments, 
that they had been informed that their services would no 
longer be required. At an interview with the Treasury the 
Chairman made it clear that it was not the intention of the 
Committee that S.H.M.O.s now employed in this work 
should be affected in this way, and the Treasury had agreed 
to reconsider the position. 

There were several matters on the agenda affecting chest 
physicians, and it was agreed to set up a subcommittee, con- 
sisting of four members each from the main Committee 
and the Tuberculosis and Diseases of the Chest Group 
Committee, to go into all matters relating to the group and 
bring forward a considered report. 

It was reported that a regional hospital board had circu- 
larized consultants and specialists in its area asking them 
to make a detailed return of the number of hours spent at 
each hospital and the number of hours involved in travelling 
to and from the hospitals over a stated four-week period. 
A similar inquiry was made last year, and the Ministry, 
when referred to, had stated that the replies were intended 
only to be a general guide and that there was no intention 
of departing from the spirit of the terms and conditions of 
service. Because of this reply it was decided not to take 
any further action. This year the Committee felt that, 
although replies of a general nature on the number of 
sessions attended over the year might be given, details such 
as were asked for should not be given. 

Immediately after the luncheon interval a meeting of the 
Hospital Medical Staffs Defence Trust received a report that 
the Council of the Association had undertaken the total 
cost of the Public Relations Committee, except that in cir 
cumstances involving heavy expenditure on behalf of one 
section of the profession any defence trust would be able, 
if it wished, to make a contribution towards such expendi- 
ture. The Chairman also reported on discussions regarding 
the introduction of an expense levy. 


MEDICAL ETHICS 


The Central Ethical Committee met on January 18 under 
the chairmanship of Dr. Ropert Fores to consider a long 
and detailed agenda which eventually necessitated continua- 
tion of the session for close on five hours. The main 
business was to consider two draft reports which had been 
prepared by the Ethical Review Subcommittee for the main 
Committee to present to Council. 

The first of these was a revision of the 1953 report on 
indirect methods of advertising. This had been reassessed 
and revised in the light of modern practice, especially with 
regard to the contributions of medical practitioners to the 
lay press. 

Broadcasting 


The second report related to the position of medical prac- 
titioners taking part in sound or vision broadcasts. A very 
full and critical review was made of the present rule of 
anonymity and its practical application. The Committee 
decided to recommend to the Council that for the present 
the rule should remain unaltered. 

Consideration was given to a problem affecting the relation 
between doctors and dentists. The views of the British 
Denta! Association had been sought on the propriety of a 
partnership between a doctor and a dentist. Both the 
B.M.A. and the B.D.A. agreed that such a partnership is 
ethically objectionable in that it would hamper the patients 
of either partner from exercising a genuine free choice of 
doctor or dentist. 

Other matters in the long agenda, many of which are 
still under consideration, included desirability of new 
patients attending a hospital out-patient department having 
a doctor's letter except in an emergency, the ethics of con- 
trolled therapeutic trials, and the availability of psychiatric 
case notes. 
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Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Board of the Faculty of Anaesthetists 


Sir,—Dr. Harry F. Griffiths (Supplement, January 7, p. 4) 
shows some confusion of thought with regard to the function 
of the Board of the Faculty of Anaesthetists of the Royal 
College of Surgeons of England. The Faculty looks after 
the academic interests of the specialty, and it is not, there- 
fore, unreasonable that most of its Board members should 
be teaching-hospital anaesthetists. At last year’s elections 
the three retiring members (all attached to teaching hos- 
pitals) were replaced by three other anaesthetists (of whom 
two were from teaching hospitals) of a slightly younger age 
group, one regional representative being replaced, however, 
by another from London. It would appear, therefore, that 
the voters elected candidates on what they thought was merit 
alone and ignored territorial considerations. This despite 
the overwhelming provincial vote. 

The Association of Anaesthetists of Great Britain and 
Ireland and the Anaesthetists Group of the B.M.A. share 
the task of looking after the functional and “ political” 
interests of anaesthetists. Their respective councils are so 
constituted that representation is more evenly spread over 
the United Kingdom—particularly in the case of the B.M.A. 
Group. What should concern Dr. Griffiths is the fact that 
more often than not there is only one nomination for each 
territorial vacancy in the B.M.A. Group Committee, so that 
there is no election. If anaesthetists in what Dr. Griffiths 
calls “the outer darkness” put up more nominations they 
might nurse fewer grievances. 

Members of the Board of the Faculty are often members 
of one of the other bodies representing anaesthetists or have 
been in time past (and vice versa), so that they have con- 
stant opportunities of learning the difficulties associated with 
working in non-teaching hospitals. All Board members 
share in the duties of visiting those hospitals which seek 
recognition by the Royal College of Surgeons for the pur- 
pose of training candidates for the D.A. and _ the 
F.F.A.R.C.S. This also keeps us in touch with peripheral 
hospitals. Some of us are constantly being invited to 
address regional societies of anaesthetists and, as often as 
not, stay overnight and watch our hosts at work the next 
day, enjoying the hospitality our provincial colleagues afford 
and listening to their difficulties. Only last week the anaes- 
thetists at King’s College Hospital invited the members of 
the S.E. London Society of Anaesthetists (which includes in 
its membership many anaesthetists from country districts) 
to a free dinner and a discussion on the subject of the train- 
ing of anaesthetists in teaching and non-teaching hospitals. 
Although only a third of those accepting were able to attend 
because of the thick fog, this meeting was a resounding 
success and the interchange of ideas and outlooks proved 
most stimulating. I understand that Guy's Hospital anaes- 
thetists are following our own example, although I cannot 
commit them to providing a free dinner. Perhaps Dr. 
Griffiths could persuade the S.E. London Society of Anaes- 
thetists to widen its scope and take in all districts to the 
coast, so that more anaesthetists at the periphery could 
benefit by such meetings. Dr. J. D. Buxton, of Orpington 
Hospital, is its secretary. 

During the past two years the B.M.A. Anaesthetists Group 
has made an exhaustive survey of three “sample” areas in 
the U.K. and has ascertained in minute detail the difficulties 
of running an anaesthetic service in each district, paying 
especial attention to questions of staffing, difficulties regard- 
ing long hours of work and excessive emergency commit- 
ments. availability of holiday locums, etc., the last showing 
that many anaesthetists at the non-teaching hospitals were 
hard put to it to get a fortnight’s holiday each year, let alone 
the statutory six weeks. These results have been correlated 
and tabulated, and a firm but tactful case was presented by 
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the B.M.A, to the Ministry of Health, which has viewed the 
whole matter with considerable sympathy. We are the only 
specialty to have attempted a statistical survey of our diffi- 
culties, and, although this matter is still sub judice, it is safe 
to say that our efforts will result in a gradual amelioration 
of many of the difficulties. 

Travelling about the country as I do, it appears obvious 
that the excellent work—such as that just described—per- 
f-rmed by the three bodies which represent our specialty is 
quite unknown or, when it becomes known, is discovered in 
a haphazard manner. There is a joint subcommittee, of 
which | am a member, which meets occasionally to co- 
ordinate the activities of these three bodies. I am very 
sympathetic with Dr. Griffiths’s outlook, which is largely due 
to a lack of publicity of what activities are going on to 
benefit anaesthetists in general and those at the periphery 
in particular, It is high time, perhaps, that this joint sub- 
committee appointed a public relations officer to see that 
those in “the outer darkness were enlightened about these 
matters before their grievances become too fixed to respond 
to treatment.—I am, etc., 


West Ewell, Surrey. 


Doctors and the Press 


Sir,—May I, through the columns of our Journal, plead 
with the national Press to exercise a greater sense of respon- 
sibility and a proper sense of balance in the treatment of 
news of local epidemics ? 

Liverpool was recently the scene of a mild and not very 
extensive outbreak of bronchitis in babies. That in fact 
the incidence of such infection was any greater than the 
usual winter incidence had not occurred to many of us in 
practice until the grim news leapt out at us from the front 
page of several daily papers—Liverpool in the grip of an 
epidemic, babies menaced, a mystery virus, etc. Untold 
worry and suffering was caused to thousands of mothers of 
young babies in the town, and thousands of babies and 
children were needlessly kept indoors for several weeks by 
this journalistic treatment. “Baby No. 2 Dies” was a 
sub-headline on the front page of one daily paper which 
boasts a readership running into millions. The day that 
was printed I had six visits as a direct consequence. Mothers 
who normally confidently cope with their babies’ colds and 
simple coughs naturally became anxious. Was their baby 
to be No. 3? “I wouldn’t have sent for you but for the 
epidemic that is raging in Liverpool” was the approach. 
This is quite understandable. 

Now that it is all over, what did it amount to? Extracts 
from the report in the B.MJ. (January 14, p. 120) read: 
“ About 200-300 babies in the Liverpool area have recently 
been affected by mild acute bronchitis . . . the disease runs 
a brief and benign course . . . pneumonia does not develop 
.... The death of one young baby from acute bronchiol- 
itis has been recorded ; the aetiology of this case may have 
been different from that of the others . . . present expecta- 
tions are that no specific virus will be isolated.” This 
factual report has unfortunately no spine-chilling value and 
will not therefore reach the front page of the dailies. May 
I hope that these experiences will be borne in mind by 
those of our profession whose duties bring them into con- 
tact with the Press ?—I am, etc., 


Liverpool 


A. H. GALLey. 


Cyrit. TAYLor. 


Bronchitis and Unused Sanatoria Beds 


Sir,—The recent fog has brought the usual pressure on 
the beds in the urban areas from those suffering from 
respiratory symptoms. These are mainly patients with re- 
current cough who are extremely susceptible to temperature 
changes and atmospheric pollution and to virus infection. 
Many hospitals are quite unable to accept all the calls made 
on them, but meanwhile we have the spectacle of sanatoria 
with beds which are no longer needed for the tuberculous. 
In fact in some regions proposals have been put forward 
for closing some of the sanatoria. Should they close, it 
is difficult to envisage staff ever being recruited to reopen 
them. 
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Surely, Sir, regional boards. should be asked by local 
medical committees and B.M.A. Divisions not to close these 
beds until the needs of those with chronic chest complaints 
have met. In Britain we have a most unenviable 
record of chronic bronchitis. The life of such sufferers is 
pathetic indeed: it could be alleviated by removal from 
those factors which damage their lungs still further. Mean- 
while it is desirable tor us to think out and then institute 
a national policy for the prevention and treatment of this 
condition, Such a policy could be evolved from the prac- 
titioner, the chest physician, and the general physician 
working in close contact with the medical officer of health 
and the industrial medical officer, where he exists.—I 
am, ctc., 


been 


Horace JOuLes. 


London, N.W.10 


Employment of the Elderly 


Sik,-Your leading article (Journal, December 31, 1955, 
p. 1608) contains these very interesting observations: “ There 
are still ‘many establishments and some fields of employ- 
ment where the general feelings of good will towards the 
policy of employing the older worker need to be converted 
into more positive action’”; “In general, it is agreed that 
the possession of skill offers a workman his surest prospect 
of employment in later life.” Is there any sound reason 
why medical men should not have this consideration ? 
There should be no excuse in their case for “a thorough 
inquiry into the alternative jobs open to men who have to 
make a fresh start,” or to put them into the category of 
elderly people who “can be taught new tricks.” 

Prior to the N.H.S. days, when a doctor or surgeon was 
released from his heavy and exacting duties at the hospitals 
he was able to enjoy the less severe strain of that private 
practice which his behaviour, knowledge, or skill merited. 
Some such men and women carried on their good work up 
to the age of 80 or more years, though it was possible in 
those days to have the ability and means to enjoy a life of 
retirement if so desired. Now, with the progressive increased 
cost of living and the precarious uncertainty in the value of 
savings, it is more hazardous. Surely doctors are as capable 
of continuing their work as any workman, industrialist, or 
politician ; but now private practice is being progressively 
whittled away and hospital practice denied. And why is it 
that such men, who wish to work and whose ability, know- 
ledge, and skill have been judged to merit higher awards in 
the service (regretfully kept secret and free of criticism), 
have to hawk their services from place to place on the 
payment of a standard rate of a locum? I have yet to 
learn that the trade unionist, the industrialist, or the poli- 
tician must consent to an immediate drop to the lowest 
level of payment on reaching the age of 65 years. 

It might be argued that the surgeon on reaching the age 
of 65 years was physically unfit to continue; but can we 
afford to do without the value of his accumulated experi- 
ence and advice ? Surely he could now occupy the position 
of a true consultant with advantage to the medical service 

it is even possible that acceptance of his advice would 
materially help to reduce the expenses of the N.H.S.— 
am, etc., 


Birmingham, James F. 


Telephone Transfer Charges 


Sir,--These new charges will impose on our team of four 
doctors an annual charge of £32, which we cannot pass on 
to our patients. If we do not accept them, no partner will 
ever be able with a clear conscience to enjoy with his wife 
any of the pleasures which are beyond the range of his 
telephone bell, for in these days we have no maids to take 
messages if we are out. They will also affect the nurses 
and midwives who put calls through to a colleague when 
they are off duty. But, in their case, perhaps the employing 
authority foots the bill.—I am, etc., 

Unoxcter, Staffs 


J. R. Oppre. 
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Entry Into General Practice 

Sir.—In the recent discussion in your columns on entry 
into general practice the view has been expressed that a 
salaried service would be bad for the patients. This is, of 
course, one of the regular arguments quoted against such 
a system, The protagonists of this viewpoint take the view 
that unless the doctor is paid for each patient who registers 
with him the only incentive to work hard, a financial one, 
will disappear. If such are indeed the ethics of the profes- 
sion, one might well say, with one of your correspondents, 
“God help our patients.’ In fact, the acquisition of a 
large list has never been an index of professional com- 
petence, and nowadays, with the protection of closed areas, 
restriction on change of doctor, and registration of virtually 
evervone, an over-large list shows if anything that the 
principal is less concerned to give individual attention to 
patients than to augment his income. In the last resort the 
kind of attention a patient gets depends on the conscience 
of the doctor and not on how he is paid. In a salaried ser- 
vice the lazy, incompetent doctor could be dealt with as 
he is at present in any other salaried capacity. Incidentally, 
how often do the opponents of a salary protest at the imposi- 
tion of salary on 2,000 assistants ? 

Turning to the subject of goodwill, while I agree entirely 
with Dr. F. G. Tomlins’s (Supplement, January 14, p. 13) 
criticisms of entry I do not agree that returning the right 
to sell goodwill would help at all, for these reasons: (1) 
Implicit in any scheme of buying and selling is fixing of 
prices according to supply and demand. The scale of 
demand is well known and the price of a share would cer- 
tainly be very high. (2) Would the number of shares 
increase by more than a temporary fillip? No one has 
attempted to prove that it would; in fact, there has been 
talk of a surplus of doctors. (3) Increased prices might 
make it easier for a few financially better off doctors to 
become established, but by the same token would make 
it far harder for those with dependent relatives and no 
capital. 

Finally, I think it is pertinent to ask: Why should a young 
doctor be required to borrow a large sum of money to give 
to an established doctor for the right to earn a living ? 
There was some excuse in the days of purely private prac- 
tice, but there is none in a nationalized Health Service. I 
suggest that the difficulty of entry into practice is due to 
the fact that, instead of intake being related to the needs 
of the service, it is still dependent on an adequate financial 
incentive being offered to an already established doctor. If 
this artificial barrier were eliminated, as it would be in a 
salaried service, | believe all those seeking entry into general 
practice would be absorbed easily.—I am, etc., 


Petts Wood, Kent. H. P. HIcpitcu. 


Was it a Drug? 

Sirk,—No general practitioner can possibly disagree with 
Dr. A. Lewis's excellent letter (Supplement, January 14, 
p. 11) under the heading “ Was it a Drug?” Unfortunately, 
he approaches the subject from a wrong angle. He attempts 
to find a logical explanation for the vagaries of the regula- 
tions and of the decisions affecting the issue. Logic is the 
oldest of the exact sciences, dating back to before Aristotle, 
yet there is no evidence of its application to any facet of 
our public life, so how can he expect to find it influencing 
medico-political matters ? 

Had he attempted an emotional approach, he might have 
reached some conclusion: preparation X is a drug for Mrs. 
A, who is 35 and has had seven children, inclusive of two 
sets of twins, but not for Mr. B, who is a bachelor. But 
the method of choice is, of course, statistical. It is not 
generally known that the term “statistics” originally re- 
ferred to matters relating to the State in their numerological 
connotations, and what better method is there to decide 
what is or is not (officially) a drug? The way I envisage 
an authoritative decisidn to be arrived at is this: in one year 
1,000 doctors used preparation X for condition A, but only 
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69 used preparation Y for condition B. Therefore, X is a 
drug for A, but Y is not a drug for B. This would be a 
proper use of the statistical method. But apparently the 
State (or its various agencies) cannot use their own methods 
sanely. 

I have recently received a communication from the clerk 
to my executive council informing me that my prescription 
costs are above the average for my district. But if there 
is an average, there must be some who are above as well 
as those who are below. Unless everyone's prescription 
costs are exactly the same, there must be some above the 
average. 

May I suggest a further statistical research to our over- 
worked executive councils? Which general practitioners 
call most frequently for domiciliary consultations ? What 
is the average for the area, and what for the whole country ? 
What type of consultant is most frequently called upon ? 
This would give a clear picture of the efficiency of general 
practitioners. The interpretation of the figures, of course, 
could vary according to one’s inclinations: (1) The good 
doctor can diagnose and treat his patients without outside 
help. (2) The good doctor tries to do his best for his 
patients and asks as frequently as possible for the help of 
a more experienced and learned man. So, thus, the doctor 
whose prescription costs are higher than the average (1) gives 
to his patients the best drugs available, irrespective of cost ; 
(2) gives in to his patients constantly and tries to attract 
patients by bribing them with unnecessary elegant pro- 
prietaries, irrespective of cost.—I am, etc., 


Romford, Essex LeON M. SHIRLAW. 


The Way Out 


Sir,—Reading the letters from unemployed doctors, 
frustrated doctors’ wives, and letters wistfully asking for a 
return of the old order, such as the buying and selling of 
goodwill, prompts this letter. For the unemployed doctor, 
the frustrated and fed-up now entangled in the “cradle to 
the grave” utopic plan of that fallen star, Aneurin Bevan, 
there is one simple solution—to get out. I did, and have 
never regretted this drastic step. Why? Because in 1947, 
when I sold my practice, I anticipated the frustrations and 
resented becoming a prisoner of the system, and being 
pushed out of the hospital on the staff of which, as a G.P., 
I had served. 

To leave a country I love above all others (Scotland), to 
sell out, to set sail into the unknown with a wife and four 
children, required some courage, much thought, planning, 
and considerable immediate sacrifice. We were also leaving 
ageing parents behind (my mother I saw once more in 1954 
on her death-bed). But I had weighed all the issues, and 
felt that an over-populated Great Britain had become a land 
of diminishing opportunity and therefore sought to transfer 
myself and my family to a less densely populated land with 
more opportunity. I felt, although I might not do so well 
myself, that my children’s chances would certainly be much 
better. I found that land of opportunity in Canada. The 
“ wheel turned,” and, although I am now in the U.S.A., what 
I write applies to both countries. I found not only oppor- 
tunity, but, because doctors graduate on the average 2-3 
years later, I had also renewed my youth. I am 43 years old, 

North America (both Canada and the U.S.A.) needs 
doctors and can absorb many, many more—of that I am 
sure. However, the doctor migrating here must expect to 
make some sacrifices to begin with. He may have to take 
further examinations, serve once more as a resident in a 
hospital, and even take a step or two down the ladder— 
but not for long. Once over this preliminary adjustment 
period of 1-3 years, in general practice he can make a hand- 
some living. Naturally it takes longer for the specialist. 
\ friend of mine who went penniless to Chicago in 1948 
(from Edinburgh) made upwards of $30,000 gross in general 
practice in 1953 and 1954. This, of course, is an excellent 
example (incomes are lower in Canada). 

But no doctor should venture here unless he relates him- 
self well to people of all kinds and races and is tolerant 
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of opinions and practices different from his own, be they 
religious, social, or political. He should have a discreet 
tongue, for comparisons are odious and life is different in 
Canada and the U.S.A. Given time he wiil find that he 
will not only be welcome but also accepted and assimilated 
to his advantage.—I am, etc., 

Millis, Mass., U.S.A KENNETH I, E. MACLEOD. 
Cost of Prescribing 

Sir.—Dr. R. S. Saxton (Supplement, January 14, p. 11) 
refuses to prescribe halibut-liver oil, for which his patients 
ask to prevent colds, if the patient shows no evidence of 
vitamin deficiency. What does he consider evidence ? And 
is he certain that the “ cold-preventing” properties of such 
oils are so closely related to vitamin content that only those 
showing evidence of vitamin deficiency can derive benefit 
from the oil? I ask because for very many years, sup- 
ported by the testimony of many hundreds of parents, | 
have relied on ol. morrhuae as a cold-preventer. Yet 
irradiated ergosterol seems inert--lacking something (? “ im- 
purity") which the natural oils have. 

The story of cod-liver oil has a moral. Nearly 200 years 
ago Dr. Percival’ prescribed it for children with swollen 
joints. And in the 1870's many physicians knew well that 
it was the best remedy for rickets (“rank cmpiricism ™) 
But years of elaborate analysis failed to show any material 
difference between this rather expensive, doubtful stuff and 
olive oil, ete.. so humble clinicians accepted the reproof 
of the white-coated analysts. “In rickets cream is better 
than cod-liver oil.”’ Woodwark® in 1910 and Dan Mc- 
Kenzie‘ even as late as 1927, for example, write of it as a 
food, not a medicine. But now that we can cure baby rats 
of rickets, cod-liver oil has been readmitted to the respect- 
able ranks of scientific remedies.-I am, etc., 

E. WATSON-WILLIAMS. 
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Increased Cost of Living 


Sirn—Your correspondent Dr. R. G. Wigoder (Supple- 
ment, January 14, p. 11) mentions, quite rightly, the inade- 
quacy of G.P.s’ salaries. Although agreeing with him in 
principle, I think another of your correspondents, who 
signs himself “ Senior Surgical Registrar,” under the head- 
ing “ Registrars’ Salaries” (p. 12), has perhaps more cause 
for complaint. As a registrar at a London teaching hospital 
my salary is £965 per annum. It is unlikely to change soon, 
as I have recently been appointed and cannot hope to 
become a senior registrar just yet. I have been in that 
grade since 1953, earning successively £775, £850, and now 
£965, apart from two years in academic life, when I earned 
£750 and £900 per annum. I am aged 35, with a wife and 
family to support. Don't you think I qualify for the 
appellation “ depressed * working class’ of medicine” too ? 
If so, please allow me also to be anonymous,—I am, etc., 


REGISTRAR.” 


Cambridge. 


Medical Records in General Practice 


Sir,—From time to time suggestions which would improve 
patients’ medical records in general practice have been made 
in the correspondence columns of the Supplement, but as 
far as I know no notice has been taken in official circles of 
these valuable suggestions. I can recollect the following, 
which I think should be brought to the attention of the 
administration of the National Health Service: (1) The back 
of the wallet should be reserved for important data, such 
as vaccination and inoculation state, allergy to drugs, nature 
of any permanent disability, blood group, etc. (2) The 
provision of a special pro forma on a card to fit in the 
patient’s wallet for every pregnancy supervised by a G.P 
At present I have to rely on a document of this sort pro- 
vided by Ciba Laboratories. (3) The provision of standard 
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hospital stationery which would fit conveniently (when 
| folded once or twice if necessary) into the wallet. 

In connexion with the above, it would help reduce filing 
space and the number of bulging and bursting wallets if 
general practitioners would ensure that useless documents 
were not filed and that letters sent in small envelopes were 
at least partially unfolded before filing. My practice is to 
fold such letters with the writing outwards with the mini- 
mum number of folds needed to get it to fit in the wallet. 


This enables me to glance through the correspondence 
fairly rapidly during a consultation and pick out any letter 
that may be relevant.—-I am, etc., 

Brighton R. S. SaxTon. 


POINTS FROM LETTERS 


New S.H.M.O. Posts 

Dr. S. F. LoGan Danne (Reading) writes: In the report of my 
speech in Council on the subject of new S.H.M.O. posts being 
created (Supplement, December 24, 1955, p. 175), it appeared 
as if my meaning was that only 24 new posts had been created 
altogether—whereas in fact I said that this was an example in one 
specialty only. I would be grateful if this misinterpretation could 
be corrected 


B.M.A. LIBRARY 


available to all members of the 
Britain and Northern Ireland (and by 
special arrangement to members of the Irish Medical Associa- 
tion) A copy of the Library Rules will be forwarded on 
application to the Librarian at B.M.A. House. 
The following books have been added to the Library 
Bayly. MB The Futility 1954 
Beckett, R. H Modern 
Bendick, A. J} Diagnostic 
1944 
Benford. R. J 


The Associa- 


Library service is 
tion resident in Great 
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Doctors in the Sky: The Story of the Acro Medical 
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Burrows, W Textbook of Microbiology Sixteenth edition. 1954 
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Colowick, S. P.. and Kaplan. N. O. (Editors): Methods in Enzymology 
Volume |: Preparation and Assay of Enzymes. 1955 
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dists Sixth edition 1955 
Lorhan, P. H Geriatric Anesthesia 1955 
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McFarland, R. A.. and Moseley, A. L Human Factors in Highway 
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1956 
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Newton, N Maternal Emotions 19455 
New York Academy of Medicine: Symposia of the Section on Microbiology 
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Parmicy, R. T Saddie Block Anesthesia 1955 
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Robinson, Havine a Baby 
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Wrynder, E. L. (Editor): Biologic Effects of Totacco. 1955 
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Association Notices 
Diary of Central Meetings 
JANUARY 


37) Mon Radioactive Substances Committee, 2 p.m 


31 Tues. Staff Side, Committee B, Medical Whitley Council, 
10.30 a.m. 
31 Tues Editorial Subcommittee, Joint Formulary Com- 
mittee, 11 a.m 
31 Tues Full Committee B, Medical Whitley Council, 
2.30 p.m. 
FEBRUARY 
1 Wed Council, 10 a.m. 
1 Wed Joint Consultants Committee (at Royal College of 
Obstetricians and Gynaecologists, 58, Queen 
Anne Street, W.), 10.30 a.m. 
2 Thurs. Joint Committee of the B.M.A. andthe 
Magistrates’ Association, 2 p.m 
3 Fri Assistants and Young Pr actitioners Subcommittee. 
G.M.S. Committee, 2 p.m 
OFri Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m 
6 Mon. §S.H.M.O.s Group Executive Committee, 2 p.m. 
7 Tues Organization Committee, 11.30 a.m. 
7 Tues. Trainee General Practitioner Subcommittee, 
G.M.S. Committee, 2 p.m 
8 Wed Public Relations C ommittec, 
9 Thurs. Subcommittee on Service Committees and Tribunal 
Regulations, G.M.S. Committee, 11 a.m 
9 Thurs. Central Consultants and Specialists Executive, 


2 p.m. 


Branch and Division Meetings to be Held 


Division.——-At Lady Lever Art 


BIRKENHEAD AND WIRRAI 
5, 6 for 6.30 p.m., 


Gallery, Port Sunlight, Sunday, February 
meeting. Ladies of members are invited 
Doncaster Diviston.—At Parkinson’s Café, Doncaster, Tues- 
day. January 31, jointly with Doncaster Medical Society. Medical 
Society Dinner. Professor Alan Moncrieff: ** Marasmus.”’ 


Fincutey Drviston.—At Finchley Memorial Hospital, Gran- 
ville Road, North Finchley, N.. Friday. February 3, 8.30 p.m., 
meeting Talk by Sir James Paterson Ross: “Surgery in 
America.” 

Greenwich AND Deprrorp Division.—-At Royal Herbert 
Hospital (in the Officers’ Mess), Shooters Hill Road, London, 


Wednesday, February |, 8.30 p.m.. informal social evening. 


Members’ wives are invited, and members of the Woolwich 
Division are also invited. 
Guttprorp Drvision.—At Royal Surrey County Hospital, 


Guildford, Thursday, February 2, 8.30 p.m. Dr A. Shooter: 
Use and Abuse of Antibiotics. 
Drviston.—-At White Hart Hotel. Boston, Saturday. 
January 28, 7.15 for 7.45 p.m., supper; 9 p.m., meeting. Address 
by Dr. W. S. McConnell: “ Dental Anaesthesia.” Local dental 
practitioners are invited. 
LewitsHaM Drviston. 
February 3, 8.30 p.m., meeting. Dr. L. 
to Russia (illustrated). 
MaryYLeBone Division 


At Lewisham General Hospital, Friday. 
Crome: “ Medical Visit 


At Committee Room 


House, Tavistock Square, London, W.C., Tuesday, January 31, 
8.45 p.m., meeting Discussion to be opened by Mr. W. Bentley 
Purchase: Death Certification and the ? need for greater facilities 


for post mortem examinations by a qualified pathologist when 
the practitioner would so desire in cases where the cause of death 
is known and the Coroner is therefore not concerned. 

Mip-Herts Diviston.—At Cell Barnes Hospital, Tyttenhanger 
Lane, St. Albans, Friday, February 3, 8.45 p.m.. meeting. Address 
by Dr. A. A. Mason: “ Medical Hypnosis.” A film and a 
demonstration will also be given 

Nortu Starrs Diviston.—At North Stafford Hotel, Stoke-on- 
Trent, Thursday, February 2, 7 for 7.30 p.m., annual dinner-dance. 

ScunTHorPe Diviston.—At Scunthorpe and District War Mem- 
orial Hospital, Wednesday, February 1, 8.30 p.m., meeting 
Address by Sir Geoffrey Jefferson, F.R.S.: “ The Meaning of 
Headache.” 

Soutu Starrs Division.—At Molineux Hotel. North Street. 
Wolverhampton, Tuesday, January 31, 8 p.m., supper meeting: 
9.15 p.m., lecture by The Right Reverend the Lord Bishop of 
Lichfield, Dr. A. S. Reeve, M.A.: “ Some Thoughts Concerning 


Our Work.” 

STirtinG Brancn.—At’ Stirling Royal Infirmary, Thursday 
February 2, 8.30 p.m., meeting. Symposium: “ Hypertension.” 

Wematey Drviston.—At Century Hotel, Forty Avenue. 
Wembley, Tuesday, January 31, 7.30 p.m., dinner: 8.30 for 9 p.m.. 
B.M.A, Lecture by Dr ’, R. Bett: “An Alcoholic Excursion 
Through the Ages” (illustrated) All medical practitioners in 
the area of the Division and their guests are invited. 

West Bromwich AND SmeTHwick Drvision.—At 
Hotel, West Bromwich, Thursday, February 2, 8.15 p.m., 
meeting. Dr. J. F. Skone: “ Problem Families.” 


Sandwell 
supper 


| JAN. 28, 1956 BRITISH MEDICAL JOURNAL 27 


for the menopausal syndrome — 


A NEW FAT-STORED 
ESTROGEN 


| | may change present-day concepts of cestrogen 
therapy because:— 


is stored in body fat—its activity is gradually released 
in a manner closely resembling natural cestrogen 
secretion. 


is free from side effects. Nausea, vomiting and cestrogen 
withdrawal bleeding in the female and painful gynzco- 
mastia in the male are not produced. 


has virtually no effect on the pituitary gland. Resistance 
does not develop on prolonged therapy —*TACE’ is 
therefore of particalar value in the treatment of prostatic 
carcinoma where it will often continue to control 
the condition when resistance to other cestrogens has 
developed. 


INDICATIONS 


"|| 


REFERENCES 
The Storage Eetrogen in Homan 
Fat after E-trogen Administration 
Amer. J Ubstetrics & hecokwy 
1952) 63:1361 
A Fat-Soluble Extrogen— Use in the 
Treatment of Menopausal Distress 
Amer. J. of Obstetrics & 
Gynecology (1954) 3:261 


*veliminary Experience in Treatment 
th Opause with Tace, 
a me Type of Estrogen 


Journal of Clinical Endocrinology *TACE' is available in capsules eacn containing 12 mg. chlorotrianisene in | 

and Metabolism (1934) 14-272 bottles of 60 and 300 capsules. \ 

Management of the Menopause \ 

Editorial, J. Amer. med. Ass, Detailed literature is available on request. 1 
(1955) 158.560. 


RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 
for the Wm. S. Merrell Co., London. 


‘ ’ \ 
aj A Cc E brand chlorotrianisene is distributed in the United Kingdom and Eire by \ 


| 
| | 
PROSTATIC CARCINOMA 
Merrell 
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this) 


already ? 


The cure for a tyre that suddenly decides it can 
go no further (and they are very stubborn about 
usually involves an operation, even if it 
hasn’t given up the ghost altogether. 
that do this kind of thing seem usually to choose 
the most awkward times and places. 


It pays to examine your tyres regularly and 
to put them in retirement when they are 
becoming doubtful runners. 
replace them with John Bull which keep a 
good grip on life for a very, very long time. 
But perhaps you are a John Bull enthusiast 


than tu 


And tyres 


It pays, too, to 


JOHN BULL RUBBER 


BULL TYRES) 


Obtainable 


LEICESTER 
only from gerages | 


LtTo., 


incomes 
for sale 


With every Income Policy the 
Confederation Life sells someone 
contentment and peace of mind. 

Would you, too, like to go to 
sleep each night free from worry, 
knowing that on retirement you 


will have a 
MONTHLY INCOME 


and that in disablement you 
will have a 


MONTHLY INCOME 


and that if you don't wake 
up one day before reaching 
retirement your family will 
have a 

MONTHLY INCOME 
This ts the most compre- 
hensive form of Protection 
ever devised. 


Incorporated in Canada in 1871 as a Limited Liability Company. 
Assets over £106,000,000 
LANE, LONDON, W.t- 


Write for full 


particulars to Dept. G.9. 


18, PARK 


NYLON ELASTIC YARN (Lightweight) HOSIERY 
Two-way Stretch (N.H.S. DRUG TARIFF) 


‘SERVICE’ 


NYLON ELASTIC HOSIERY 


Approved for National Health 
Service Prescriptions. 


FULL FOOT 


Atove knee, Yales ** Service ** Nylon Elastic 


seamed or un- 
seamed. Sizes 84, Hosiery combines” firm 
surgical support with good 
ashionable da 

shade. May be worn looks and hard wear. As 


without over-hose, well as being light and com- 

fortable, the two-way 
OPEN TOE stretch Nylon Elastic 
Above knee, unseamed in washes well and lasts 


smal! medium and large sizes 
(a Sell-measurement chirt sup- 
plied). Inal ght shade is suitable for 
Wear a uederstccking 


longer. Available in 
full foot and open toe 
in a full range of 


Special Orders made to measure. sizes. 


YALCS “SERVICE”” NYLON ELASTIC HOSIERY 


GLENSIDE (LONDON) LTD, 37 Percy Street, 
London Wi Phone MUSeum 9440. 


Sales Agents: 


28 
~ 
@ 
\ 
WW > 
ip 
Hy / 
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N| | 
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\\ 
— 
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Elastoplast Bandaging Technique 
in the treatment of 


Fractures 


In certain types of fracture it may be impossible or unnecessary 
to obtain fixation by plaster of Paris splinting. Such fractures 
can often receive adequate support and immobilisation by the 


application of Elastoplast. 


FRACTURED RIBS 


Pain produced by respiratory 
movement may be relieved by 
applying long strips of Elastoplast 
well over and beyond the site of 
the fracture. Moderate tension 
should be used and the application 
carried out with the chest held in 
the position of expiration. 


Other similar uses 


FRACTUREDCLAVICLE prevention of overriding of fragments resulting 
from weight of limb and muscle action. 


FRACTURED PATELLA _ pending operation, the fragments are prevented 
from becoming widely separated. 


FRACTURED MANDIBLE for external support after reduction of 
fracture-dislocation. 


Elastoplast elastic adhesive bandages (Porous) B.P.C. are available in 3 yard 
lengths and 2", 2}", 3” and 4” widths. (Prescribable on Form E.c.10.) 


Outside the British Commonwealth Elastoplast is known as Tensoplast 


FULL DETAILS FROM SMITH & NEPHEW LTD + WELWYN GARDEN CITY: HERTS 


(Sum) 


29 
— 
4, 
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SURGICAL DRESSINGS 
and Specialities 


“ GAMGEE TISSUE” 


TRADE 
Comfortable, easily manage- 
able, economical. Remains 
uniform ; is elastic and power- 
fully absorbent. Most soothing 
and healing. 

CAPSICUM TISSUE 
Made from ““Gamgee Tissue” 
and charged with the active 
essence of Capsicum and 
Methyl Salicylate. 

MEDILINTEX 
A unique antiseptic poultice 
dressing that is sedative and 
emollient. Retains its proper- 
ties for 24 hours. Has extra- 
ordinary drawing powers and 
is easy to handle. 

CESTRA MASKS 
The perfect surgical mask for 
the prevention of droplet 
infection. Highly efficient, 


comfortable, and easily steri- 
lized. 
CESTRAFOLD RIBBON GAUZE 

A very efficient substitute for 
Fast Edge Ribbon Gauze. 
Suitable for plugging and 
making up into Gauze Pads. 
Can be supplied in assorted 
widths. 

CESTRA STERILIZED 
MATERNITY OUTFITS 
These can be offered in 
various sizes. Write for details. 


CESTRA PREMATURE BABY SETS 
Made from our well known 
“Gamgee Tissue”. A garment 
specially designed for imme- 
diate use. Soft and warm. 

CESTRA CELLULOSE 

PAPER HANDKERCHIEFS 

Essential in cases of Nasal and 
Pulmonary complaints. 


SAMPLES AND PRICES ON REQUEST 


ROBI 


NSON 


& SONS LTD 


WHEATBRIDGE MILLS, CHESTERFIELD 
TELEPHONE : CHESTERFIELD 2/05 
and KING'S BOURNE HOUSE, HIGH HOLBORN, LONDON, W.C.i 
TELEPHONE : HOLBORN 6383 


Manufacturers of all kinds of Surgical Dressings for over 100 years 
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SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational symptomatic 
remedy for bronchial spasm in 


ASTHMA & BRONCHITIS 


Ephedrine } grain 
Theobromine 4 grain 
Phenazone I grain 
Calcium gluconate } grain 


CONTAINING IN 
EACH TABLET 


This preparation is not advertised to the general public 


EPHAZONE LTD 


59 BROOK STREET, LONDON, W.I 
Telephone: Mayfair 5496 


Brankesome Tower 
Motel 


famous for comfort, cuisine, cellar 
and situation, offers special terms 
until Easter. IUNustrated brochure 
with pleasure. 


Telephones 


Bournemouth 4000, 4110 


HOLIDAYS BY AIR 


TRAVEL BY REGULAR SCHEDULED AIRLINES 


MAJORCA (choice of 10 resorts) 
COSTA BRAVA and COSTA DEL SOL 


SAN SEBASTIAN 
LAKE MAGGIORE 


FRENCH and ITALIAN RIVIERAS 
SWITZERLAND 
TANGIER and other resorts. 


VENICE 


* INCLUSIVE PRICES 
* PERSONALLY SELECTED HOTELS 
* NO PARTY TRAVEL 
Send for fully illustrated free brochure 
THOMAS MEADOWS & CO., LTD. 
(Dept. M.J.) 35, MILK STREET, LONDON, £.C.2. 


MEMBER OF THE ASSOCIATION OF BRITISH TRAVEL AGENTS 


— 


in aie 3 TAX FREE 
paying we now INTEREST 
advance to ; 4 fe} (equal to 64% gross) 


no costs or charges whatever 
in either making or withdraw- 
ing their investments. 


Over a great period of time all 

Investors have enjoyed aBso- 

LUTE SECURITY, DAY TO DAY 

INTEREST, IMMEDIATE WITH- New Investments can now be 

DRAWAL FACILITIES, and incur accepted from £50 to £5,000. 
Writ» for free brochure * Safe Investments’ (Dept. 17) 


THE LION BUILDING SOCIETY Kent 


Telephone : 1MPerial 2233/45 
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CLASSIFICATION 
APPOIN TMENTS and order of appearance 


Applicants should state name, address, age, nationality, qualifications, and enclose ae Ft 
(unless otherwise specified) one copy each of 3 recent yx testimonials with short Practices 


Statement of experience and appointments held. Assistantships 
Applications should be sent at once if no closing date is given. Trainee General Practitioners 
Locums 


Canvassing in any form will disqualify. 
Situations (Medical 
SERVICE MEMBERS mav have difficulty in supplying receni 


testimonials, but this should not deter them from applying. . es ra 

A fully registered medical practitioner who is liable for Nationa! Service must obtain deferment including pre-registration 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) | ander appropriate specialty headings, as follow : 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment. | ; ‘i : 

The position of provisionally registered medica! practitioners who are liable for National Anaesthetics | Obstetrics and 
Service has been made clear in a notice sent to them by the Ministry of Labour and National Blood Transfusion | Gynaecology 
Service. Cardiology | Ophthalmology 

SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF A | Paediatrics 

Registrar Grades, Whole-time Chest and Tb. | Pathol 

(a) REGISTRAR: Posts obtained normally not less than two years after registration as a | Dental atnology 
medical practitioner and held normally for two years: £850 per annum in the first vear; £965 per De tol | Plastic Surgery 
annum in the second and any subsequent years rma ology Psychiatry 

(b) SENIOR REGISTRAR | Posts obtained normally not less than tour years alter registration E.N.T. Radiology 
as a medical practitioner and held normally for four years; £1,100 per annum in the first year; | Geriatrics | Radiother: 
£1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum Infecti Disea Radiotherapy 
in any subsequent years n ec sous ses Surgery . 

Other Grades, Whole-time Medicine | Thoracic Surgery 

(a) HOUSE OFFICERS Neurology Urology 

(i) Provisionally registered medical practitioners: £425 per annum for the first post held; Neurosurgery Venereology 


£475 per annum for the second and all subsequent posts held; 
provided that the employing authority (subject in the case of a Hospital Management Committee 


in the following order : 
Consultants, S.H.M.O.s, Registrars, 


to the consent of the Regional Hospita! Board) shall have discretion to determine that the remun- Clinical Assistants, J.H.M.O.s, Senior 
eration of any officer holding his first post in the National Health Service as a House Officer House Officers, House Officers, Pre- 
shall be £475 per annum if they are satisfied that the officer has held at least one hospital post | regisirations. 


outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 


| those of house posts in the National Health Service and supervised by appropriate specialist staff. Public Health | Situations (Non-med.) 
| (ii) Fully registered medical practitioners: £525 per annum for any post held; : nee _ 
ministrativ | onists 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may —— ss | a = — etc ‘ 
nd onsuiting Moots, etc. 


be exceeded by up to £50 per annum where a post cannot be filled otherwise. 


Republic of Ireland Houses for Sale 


In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect O 
of board and lodging and other services provided shal! be made and each post shal! be tenable verseas | = . 
University end Accommodation, etc. 
(b) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in Research | Hotels 
Scotland, two years) after registration as a medical practitioner and normally held for one year Pessenet | Motor Cars, Hire, etc. 
only: £745 per annum ersona Miscell: 
(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- Notices escerancous 
ments but who are not Registrars and who have less responsibility than other hospital officers Educational and Homes 


Lectures | Agents 
For charges kindly refer to inside back cover 


of non-consultant status: £775 (for an officer appointed not less than one year after full registration 
as a medical practitioner) by £50 to £1,075 per annum. 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 


IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE MEMBERS ABROAD. Copies of vacancies 


OF HOSPITAL MEDICAL STAFF advertised in the Journal can be sent by AIR 
, . MAIL The minimum cost is 3s. per week, which 
Those intending to apply for resident appointments in the Registrar grades are recommended to covers up to three separate headings: additional 
make inquiries with regard to the deductions proposed for board and lodging at the time of | headings Is. each 
submitting their applications, where this is not stated in the advertisement | Please state type of vacancy and remit to the 
> 
(25 1/35) Advertisement Director, B.MJ 
PRACTICES (Offered) Experienced G.P. free for evening surgeries, weck- 
PRACTICES (Executive Councils) ends, Birmingham, ncar —Box A.3410, B.M.J. 


DOCTOR’S RESIDENCE AND PRACTICE IN Experienced G.P. with car available immediately 
For vacancies (except those in Scotland) apply on Town West Coast Ireland. Saimon. trout fishing for morning and evening surgeries Central and 
C.16A, obtainable from the Executive | and shooting, A sportsman’s paradise Very N.W. London areas.—Box A.3406, B.MJ 


Council. Mark envelope “* Vacancy.” reasonable, £3,000 —R. G. Browne & Co., West- Jewish doctor, single, 31, with postgraduate dip- 
port, Ireland loma secks assistantship with or without view. 
EAST RETFORD, NOTTINGHAMSHIRE Wide hospital and some locum GP. experience 
—— PRACTICES (Exchange) Special interest paediatrics. Car owner.—Box 
A.3418, B.MJ 
of East Retford. The practice is mixed and rural on-Tyne, finest neighbourhood Full N.HLS._ list H.S., obstetrics, casualty, general practice, desires 
in character, without dispensing, and is classified growing. Exchange for partnership or practice Lon- assistantship preferably with view in rural area 
as “Intermediate.” The number of persons on | 90m area. Personal reasons.—Box PR.3402, B.M.J A B.M 
> d requires evening or week- 
avallab’ SSISTANTSHIPS VACANT end surgeries in London North of Thames.—Box 
Applications to be made on Form E.C.16A. not Mate Principal available Part-time 
later than ten days from the .' “—— ek Box A.3012 thanks applicants and wishes to | Bourncmouth-Poole area.—Box A.3416, B.M | 
tion of this advertisement.—t inform them vacancy is now filled Woman, 28, M.B., Ch.B. Leeds, H.P., obste'rics, 
of the Nottingham P “04 44) Assistant required Plymouth. Duties light. Car | gynaccology, pacdiatrics, G.P. experience, secks 
Council, 11, The Ropewalk, Nottingham - not essential Salary £17 10s. per weck Live Assistantship North England, with / without view — 
out No view promised ~Bgx A.3409, BMJ Box A.340!1, BMJ 
MIDDLESEX EXECUTIVE COUNCIL Assistant required rather’ urgently by elderly 


Doctor old established practice Hampstead. Write TR AINEE GENER AL 


VACANCY—TOTTENHAM 
immediately.—Box A.3403, B.MJ 


10 a.m. to 1 p.m. ; also Monday, Tuesday, Friday PRACTITIONERS (Vacant) 
ises will be available. Apply, on Form E.C.16A 7.15 t0 8 p.m. Rota duty one day weekly and Wanted w 
before February 4. 1956, to the Clerk, Middlesex one week-end in six Furnished room available anted, Trainee, male for West Country single 
E ; Co 1° Gloucester House. Gloucester Car necessary. —Box A.3417, B.MJ handed Rural Practice Live out. Car available 
. (8245) if required Salary N.H.S. Scale.—Box 1.3411 
Gate, London, N.W.1 BMJ 
ASSISTANTS AVAILABLE Male single Trainee required for Thames Vatley 
PORTH, RHONDDA, GLAM partnership of six doctors English or Scottish 
--- Asian doctor, Malaya, married, seeks Assistantship Graduate preferred. Car essential. Accommoda- 
with view Age 43, qualified 1935, hospital and tion available-—Box T.3414, B.M.J 


ted f acancy (industrial) ‘ 
PR pay Rng Pen a ny 1,700. House G.P. experience. Car owner. Available August, Trainee, male, single preferred, London (Cat- 
1956.—Box A.3405, B.M.J. ford). Car owner. Live out. Full N.H.S. scale 


be available by pur- 
(obtainable from the Assistantship, view preferable, Rural Wales, Ample scope for learning general practice, etc. — 
address given below), before February 6, 1956, to borders or equivalent, Queen's, Belfast 1949 (31), Box T 3331, BMJ 

undersigned.- W 
Glamorgan Executive Council, 47. Park Place. 
Cardiff (802. 


Brynmor Samuel, Clerk of the | married. Presbyterian. Car. Keen. Practitioner Trainee required March 1, pleasant country dis- 
] hospital, G.P. experience. R.A.M.C. Some capi- trict Surrey. Own car. N.HLS. rates. Furnished 
tal for house.—Tel. : Manchester, Hulme Hall 1403. flat available —Box T.3304, B.M_J. 


2) 
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| 
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Trainee General Practitioners —contd. 


BRITISH MEDICAL JOURNAL 


SITUATIONS (Vacant) 


Trainee required for North Manchester Partner 


sh Pract Box 1.4412. BMJ 

Trainee vequired, Central Scotland, male, married 
or tele wer Flat available Box 7 3306 
BMJ 

Vacancy for trainee, Gloucestershire, early in 
Apr Car owner Live out.-Box T 3408, B.MJ 


LOCUMS (Vacant) 


Royal Free Hospital Group 
Flizabeth Garrett Anderson Hospital 


Locum Gynaecological Surreon 
Applications are invited trom registered medica 


practitioners for the appointment of Locum Gyna 
gica Surge » (Consultant tw ions per 
k) for approximatciy thre months Applica 

tions. with the names of thr referees hould | 


sent as soon as possibile t th Secretary to th 
Board of Governors, Royal Fre Hospital, Grav’s 
Inn Road. (209%) 


Ascot, Heatherwood Orthopsedic Hospital 


Locum Seaior Registrar (Orthopaedics) 


quired February for twelve to sixt weeks An 
plications, giving full details «perience and 
nam two referces, to Hospital Secretary (7804) 


Barnet General Hospital, Welthouwse Lane, Barnet, 
Herts (478 beds) 


Locum Tenens Medical Registrar 
n the Department of Medicine and Pacdiatrics 
required February 18 for three weeks Apply to 
Hospital Secretary (BARnet 7421 (8294) 


Epsom, Surrey, West Park Hospital 


Locum Tenens whole time Senior Hopital Medical 


Officer 
in Psychiatry required Salary 71! ens. per week 
Applications with fu particulars and names of 
thr ret cs should be sent to the Physician Super 
intendent at the hospital as on as possible. (8112) 


Laten, Beds. St. Mary's Hospital 


Locum Senior House Officer 


Required for whole of March The hospital con 
gists of 129 beds for chronic sick and 33 beds for 
chest discas Applications to be sent to the Sec 
retary, Luton and Hitchin HMC at the above 
hospital, as soon as possible (7874) 


Northern Regional Hospital Board (Scotland) 


Whole-time Locum Tenens Assistant Anaesthetist 
(Senator Hospital Medical Officer grade) 
Required for a minimum period of nine months 
Main duties are at the Royal Northern Infirmary 


und «=Raigmor Hospital, loverness Salary is at 
the rate of 31) guineas per week. Forms of appli 
ation are available from the undersigned, to whom 
applications should ibmitted by February 10 


A Fraser. M.D... Sceretary and Admini 

trative Medical Officer, Office of the Northern 

Regional Hospita! Board, Raigmore, Inverness 
(8267) 


are invited from tocal medical practi. 
tioners of ess than five years’ standing for 
al Referee of | cwisham 
must possess such cx 
as will fit them for the 
$s required by the Cremation 
The remuncration wil 
per certificate and the 


ations should’ be jin the hands of the unde7sianed 
by not later than February 6, 1956.—-Alan Milner 
Smith, Town Clerk & Registrar of the Lewisham 
Crematorium, Lewisham Town Hall, Catford, S.E.6 


APPOINTMENTS 
ANAESTHETICS 


ONFORD REGIONAL HOSPITAL BOARD 


ASSISTANT ANAESTHETIST 
to the hospitals the Northampton Hospital Man 


agement Commuttec Applicants should hold a 
qualification in anaesthetics The successtu 
andidat will be required to live in ww near 
No nm Genera; Hospita Applications (10 
ne age, qualifications, experience and 
the names and addresses of three referees. should 
reach the retary, 43, Banbury Road, Oxtord. by 
February 25, 1956 (788 


ST. THOMAS’ HOSPITAL, London, S.E.1 


RESIDENT REGISTRAR 
to the Department of Anaesthetics 
for a period of one year in the first instance, trom 
May 22. 1956 Applications, including name. and 
addresses of two referees, to the Clerk of the 
Governors by February 18, 1956 (7942) 
THE LONDON HOSPITAL, E.1, and the 
NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for the post of 
FNIOR REGISTRAR 
to the Department of Ansesthetics 
Candidates must hold a higher qualification The 
appointment will be for one vear, renewable for a 
maximum of four to be spent at the following 
hospitals 
First vear, The London Hospital 
Second year Oldchurch Hospital. 
Third year, St. Bartholomew's Hospital 
Fourth year, One of above by arrangement 
Applications (12 copies), giving the names and 
addresses of three referees, should be received by 
the undersigned by February 10. 1956 --H_ Brier- 
ley, House Governor. London Hospital (8235) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Cc € 


South Manchester Hospital 


The Board invites applications from registered 

practitioners for the post o 
ANAESTHETIC REGISTRAR 

with duties in the South Manchester Group This 
post is reengnized by the Royal College of Sur 
zeons for the F.F.A. and for the D.A Applica- 
tons, stating age. qualifications, present post, cx 
perience and names of two referees. to be for- 
warded immediately to the Group Secretary, With- 
ington Hospital. Manchester. 20 (8309) 


St. Albans City Hospital, St. Albans, Herts 
(384 beds) 


Locum Tenens Anaesthetic Registrar 
resident. required at the above hospital for period 
March 3 to March 31 nelusive (recognized 
for DAD Applications to Secretary, Mid-Herts 
Group Hospital Management Committee, Bicak 
House, Catherine Strect, St. Albans (7824) 


Sheffield Regionyl Hospital Board 


Whole-time Locum 
Required for Consultant Anaesthetist for period 
February 12 to March 4 Duties at Grantham 
und Newark Hospitals Remuneration according 
tO status Apply to Secretary. Shefficld R HB 
Old Fulwood Road, Shefficid, naming two referees 
(8146) 


Sheffield Regional Hospital Board 


Whole-time Locum Anaesthetist 
Required immediately at the Doncaster Royal 
Infirmary until February 29. 1956 Remuneration 


at guineas per week Apply to Secretary 
Sheffield Regional Hospital Board. Old Fulwood 
Road, Shefficid. naming two referees (8147) 


Slough. Upton Hospital 


Locum Anaesthetic Registrar 
required from February 3 to 13 Applications 
together with two referees, to Hospital Secretary 
(7827 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Applications are invited for the whole-time post 

REGISTRAR IN ANAESTHETICS 

Duties mainly at the Royal Northern Infirmary 
and Raigmore Hospital, Inverness Forms of ap- 
plication and further particulars may be obtained 
from the undersigned with whom applications 
should be lodged by February 13. 1956 A 
Fraser. Secretary and Administrative Medi- 
cal Officer, Office of the Northern Regional Hos- 
pital Board. Raigmore. Inverness (8062) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPFTAL BOARD 


SENIOR REGISTRAR in Anaesthetics 
General Hospital, Edgware, Middlesex 
(651 beds) 

Regional Training Scheme includes facilities for 
gaining experience in specialist techniques at re- 
gional centres for plastic, thoracic and neurosur- 
gery. Possession of F.F. ARCS. desirable. Hos- 
pital may be visited by direct appointment Appli- 
cation forms obtainable from. and returnable to 
Group Secretary, Hendon Group Hospital Manage- 
ment Committee, Edgware General Hospital. by 


February 7. 1956 (8226) 
ST. HELIER HOSPITAL. Carshalton, Surrey 
(711 beds) 


SENIOR ANAESTHETIC REGISTRAR 
Cendidates may visit hospital by appointment 
Forms of application, returnable by ith February. 
from Group Secretary at above address (8149) 


JAN. 28, 1956 


NORTH- METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETIC REGISTRAR (RESIDENT) 

Required at Luton and Dunstable Hospital (256 
beds) and associated units (134 beds). Post vacant 
March 1, 1956, and recognized for D.A The 
hospital may be visited by direct appointment. Ap- 
plication forms obtainable from. and rcturnable 
to, Secretary, Luton and Hitchin Group Hospital 
Management Commitice St. Mary's Hospital, 
Luton. Beds by February 8. 1956 (8106) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Portsmouth Group Hospital Management 
Committee 


Applications are invited for the following post, 

scant on the 16th April, 1956 
ANAESTHETIC SENIOR REGISTRAR 

in the Portsmouth Group. Five consultant anace- 
thetists practise in the Group This post offers 
experience in most branches of Anacsthesia and em 
tails a wide range of duties, including the Pollo 
mycitis Unit Forms of application may be ob 
teined from the Group Secretary, Portsmouth 
Hospital Management Committee, 35, Grove Road 
South, Southsea, which should be returned to him, 
duly compicted, on ofr before the 6th February, 
1956 Canvassing will disqualify Candidates may 
visit the hospitals by arrangement with the Sccrctary 
of the Group (3148) 


STAFFORDSHIRE COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL 
FFICER 
Applications are invited from fully qualified 
medical practitioners for the above-mentioned ap- 
pointment, the main duty of which will be the 
administration of dental anaesthetics, so that pre- 
vious exnerience in that connexion will be an ad- 
Vantage Other dutics will be prescribed by the 
County Medical Officer of Health as and whea 
required. The salary scale is £975 by £50 to £1,375, 


and previous local authority service may be takes 
into nsideration when deciding the commencing 
rate The use t a car will be necessary a 


aliowances will be paid in accordance with the 
c nty Council scale The appointment will be 
terminaMe by three months’ notice In writing o8 
cither side and supcrannuable and the sciected 
candidate wil] be required to pass a medical cxam- 
imation and produce his or her birth certificate. 
Forms of application and further information cas 
be oMained from the County Medical (Officer of 
Health. County Buildings, Stafford, to whom appli 
cations should be sent by not later than February 
4, 1956.—T. H. Evans, Clerk of the County Coun- 
cil, County Buildings, Stafford 795) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


JUNIOR HOSPTTAL MEDICAL OFFICER 
ia Anaesthetics 
(recognized for D.A. and F.F.A.) required for 
duties at hospitals in the Group. Exccliient ez- 
perience Applications to Group Secretary. Hull 
Royal Infirmary (8246) 


SOUTH SHIELDS DISTRICT HOSPITAL 
MANAGEMENT COMMITIEE 


RESIDENT ANAESTHETIST (.10.M.0. erade) 
Required for duty within group, but principally 
at Ingham Infirmary and General Hospital. South 
Shields Hospitals in group recognized for 
F.F.A.R.C.S. qualification and local facilities avai!- 
able for postgraduate study Married or single 
accommodation available Applications to Group 
Secretary. Ingham Infirmary. South Shields. (8079) 


BRISTOL -COSSHAM /FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEF 


Applications are invited for the appointmen: of 
RESIDENT ANAESTHETIST 
at Frenchay Hospital (413 staffed beds). The posi- 
tion offers experience in thoracic, plastic, neuro- and 
general surgery Vacant March 1. 1956 The ap 
pointment will be made according to qualifications 
and experience in cither the Senior House Officer 
or House Officer gerade Applications, with par- 
ticulars of age. qualifications and previous posts 
and the names of two referees, should be sent to 
the Group Secretary, Frenchay Hospital, by Feb- 
ruary 4. 1956 (8049) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER, ANAESTHETICS 
vacamt April 1! Recognized DA. and FFA 
Applications stating age, qualifications and experi- 
ence, with copies of recent testmonials, to the Group 
Secretary, No. | Hospital Management Committee, 
The Leicester Royal Infirmary, by February 8 


ORPINGTON AL, Orpingtos, Keat 


RESIDENT ANAESTHETIST 
(Senior House Officer) 
Male. required General hospital, 813 beds. 
Post recognized for D.A. Apply Physician Super- 
intendent (8037) 


| 


1956 


Jan. 28, 


Anaesthetics—contd. 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


Seuth Devon and East Cornwall Hospital, 
Greenbank Reed, Ply mouth 


SENIOR HOUSE OFFICER in Anaesthetics 

Vacant April 1, 1956, recognized for the D.A 
and Fellowship The appointment will be for a 
period of twelve months. Applications, stating age, 
nationality, qualifications and experience, with 


names of three referees, to be sent to the under- 
signed Arthur R. Cash, Group Secretary, 7, Ne 
son Gardens, Stoke. Plymouth (8074) 


BLOOD TRANSFUSION 
SHEFFIELD REGIONAL HOSPITAL BOARD 


Regional Blood Transfusion Centre 
Northfield Road, Shefficld, 10 


WHOLE-TIME, NON-RE DEPUTY 
DIRECT 


Required for Regional Blood. Transfusion Service 
Salary scale £1.500 by £50 to £1,950. Application 
forms and further details from Senior Administra- 
tive Medical Officer, Shefficld Regional Hospital 
Board. Old Fulwood Road, Sheffield, 10. Forms 
to be returned by February 25 (8190) 


OXFORD REGIONAL HOSPITAL BOARD 
Oxford a Hospital Board Blood Transfusion 
Service, Churchill Hospital 


JUNTOR HOSPITAL MEDICAL OFFICER 
required for full time duty to work with the mobile 
teams at donor sessions. Post suitable for appli- 
cants studying for higher qualifications. Applica- 
tions giving age, qualifications, previous experience 
and the names of 2 referees should be forwarded 
to the Sccretary, Oxford Regional Hospital Board, 
43, Barbury Road, Oxford, by llth February. 


(8150) 
CARDIOLOGY 
THE ROYAL FREE HOSPITAL 
FIRST ASSISTANT, C Department 


Applications are invited for the post of First 
Assistant (Senior Registrar grade), to the Department 
of Cardiology at the Royal Free Hospital. Appli- 
cants must be registered general medical practitioners 
of not more than ten years’ qualification, and have 
held a post as Senior Registrar in Medicine for a 
period of four years. Membership of the Royal 
College of Physicians is essential The appointment 
is full-time, non-resident and for one year in the 


first instance, duties to commence on May 1, 1956 
Salary and conditions of service in accordance with 
those laid down by the Min'stry of Health. Forma 
application, giving three referees, should be made 
to the Secretary to the Board of Governors. The 
Roval Free Hospital, Gray's Inn Road, W.C.1, 
before March 1, 1956 (7911) 


CASUALTY 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time SENIOR CASUALTY OFFICER 
at Preston Roval Infirmary, resident or non-resident 
Appointee will work under gcncral supervision of 
consultants. Tenure of post limited to four years 
Salary within range £1,500 by £50 to £1,950 (accord- 
ing to experience, etc.) Application forms from 
Medical Officer to the 


the Senior Administrative 
Board. Chectwood Road, Manchester, 8, to be re- 
turned by February 13, 1956 (8285) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Tees-side Hospital Management Committee 
(Population 350,000) 
Stockton and Thornaby Hospital (130 beds) 


SENIOR CASUALTY OFFICER (WHOLE-TIME) 

Duration of tenure of post not exceeding four 
years. Senior Casualty Officer will be required, 
subject to the a of the Senior Surgeon to 
General Surgical Clinic No. 3 and the Senior Ortho- 
pacdic Surgcon, to organise the work of the busy 
Casualty Department. Salary scale £1,400—£1,950. 
The Senior Casualty Officer must reside near the 
Stockton and Thornsby Hospital. Further particu- 
lars may be obtained from the Senior Surgeon, 
Gencral Surgical Clinic No 3 at the Stockton 
and Thornaby Hospital, Stockton on Tees. 
Applications, with names and addresses of three 
referees. to be forwarded to Deputy Senior Ad- 
mnistrative Medical Officer, Newcastle Regional 
Hospital Board, Walker Gate Hospital. Benficld 


Road, Newcastle upon Tyne. 6. within 28 -.. 
(8151) 


WEST HERTS HOSPITAL, Hemel Hempstead, 


CASUALTY OFFICER 
Required. Applications, stating two names for 
reference, should be sent to the Hospital Sec. (7286) 
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IMPORTANT NOTICE 


APPOINTMENTS 
Medical practitioners are requested 
not to apply 
for any appointment specified in this 


notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, to learn the vicws 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointment : 


GOVERNMENT CF CYPRUS 
GOVERNMENT OF MALTA 
COUNTY BOROUGH OF MIDDLESBROUGH 
By Order of the Council, 
A. MACRAE, 


January 23, 1956. Secretary. 


STAFFORDSHIRE GENERAL INFIRMARY 
Stafford (175 beds) 


RESIDENT CASUALTY OFFICER 
statas) 
required Male or female Applications, stating 
age. previous experience. and copies of two recent 


testimonials, to the Group Secretary, Stafford 
H.M.C., 13, Foregate Street, Stafford (7830) 
CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


RESIDENT SENIOR HOUSE OFFICER 

Required for Casualty Department. Successful 
candidate will work under supervision of Ortho- 
pacdic and Traumatic Specialist. Appointment for 
six months from February 29. Applications, with 
names of two referees, or copies of two testi- 
monials, to Medica! Director by February 4, 1956. 
(8295) 


CONNAUGHT HOSPITAL 
Walthamstow, E.17 (118 beds) 


Applications are invited for the post of 
CASUALTY OFFICER and DEPUTY RESIDEN! 
SURGICAL OFFICER 
graded as Senior House Officer, vacant February 
5, 1956, recognized for F. R.C.S. Salary £745 per 
annum, icss £150 per annum for board, lodging, 
etc. Applications, with full details and copics of 
two recent testimonials, should be sent immediatc!y 


to Secretary. H.M.C., Forest Group, Langthorne 
Road, (7487) 
NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 
CASUALTY 0 OFFICER 
(Senior House Officer grade 
Six months’ appointment starting Mes 27. 
Non-resident Recognized for F.R.C.S. Four 
Casualty Officers employed: duties include service 
with the three main surgical units. Applications, 
Stating age. nationality, qualifications, experience, 


with copics of recent testimonials, and/or names 
of two referees, to Secretary of hospital by Feb- 
ruary 6 (8296) 


AYLESBURY, BUCKS, ROYAL 
BUCKINGHAMSHIRE HOSPITAL 


CASUALTY OFFICER, Senior House 

required March 1. A fiat is available at low rental. 
Apply. with two copies of testimonials, to Secretary- 
Superintendent (83D 


CHESTERFIELD aes AL MANAGEMENT 
MMITTE 


SENIOR HOUS SE OFFICER 
Required at Chesterficld Royal Hospital for 
Accident and Orthopaedic Department. Post 
recognized for F.R.C.S. training and offers valuable 
experience. National salary and conditions. Apply 
M. H. Boone. Secretary. (7888) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer Grade) 
with attachment to Pacdiatrician and Ophthalmic 
Consultam. Salary £745 per annum, less £130 per 
annum residential emoluments. Recognized under 
F.R.CS. regulations. Appointment to commence 
February 1, 1956. Apply, with full details and 
references, to Group Secretary, Hertford H.M.C., 
County Hospital, Hertford, Herts. (7653) 


HASTINGS -ROYAL EAST SUSSEX HOSPITAL 
(150 beds) 


SENIOR HOUSE OFFICER 

(Caswalty and Orthopuedic) 

Post vacant March 3, 1956 Nationa! 

Apply to Hospital Administrator 
(8114) 


required 
scales of salary. 


HITCHIN HOSPITALS, HITCHIN, HERTS 
RESIDENT CASUALTY SENIOR HOUSE 
OFFICER 


for duty with the Accident Service and as Ortho- 
pacdic House Surgeon, required for six months in 
the first instance on Ist February, 1956. Recoe- 
nised for F.R.C.S. Applications to be sent immedi- 
ately to the Medical Administrator, Lister Hospital 
Hitchin. (8152) 


HOUNSLOW HOSPITAL 
|, Hounslow, 
(General Acute beds) 


Applications are invited fot the appointment of 
RESIDENT CASUALTY OFFICE 
House Officer grade) 
recognized for F.R.C.S. examination. Post vacant 
February 15, 1956 Applications, stating age 
qualifications, experience, with copies of three re- 
cent testimonials or names for reference, to the 
Hospital Secretary (8051) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Bartholomew's Ho Hospital, Rochester 
(Recognized for for F.R.C.S.) 


CASUALTY © OFFICER 

Applications are invited from registered medical 
practitioners for the above post, which offers good 
experience with fracture and emergency surecry 
Tenable for twelve months Vacant now Salary 
£745 per annum. Applications, stating age, nation- 
ality. qualifications and experience, with recent testi- 
monials, to be addressed to Hospita) Sec. (8281) 


NOTTINGHAM, GENERAL HOSPITAL 


Applications are invited from Registered Medica) 
Practitioners for the post o 

SENIOR HOUSE OFFICER (CASUALTY) 
Duties to commence March 15th. Establishment 
3 Recognized for F.R.CS Post offers wide ex- 
perience of Casualty work Applications stating 
age, nationality, qualifications and experience. to- 
gether with copies of testimonials, to be sent to 
the Secretary, General Hospital, Nottingham. (4153) 


ROYAL LANCASTER INFIRMARY (230 beds) 


SENTOR HOUSE OFFICER (Casualty) 

The successful applicant will work with the 
specialist orthopacdic unit. The post is recognized 
for FR.CS Applications, with names of two 
referces, to be addressed to the Group Secretary. 
Royal Lancaster Infirmary, Lancaster. (7914) 


WATFORD, HERTS. THE PEACE MEMORIAL 
HOSPITAL (198 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the new Casualty and Out-patient Departmen: 
of the above hospital. The post is recognized for 
F.R.C.S. examination. Salary according to the 
N.H.S. scales. Applications, with copies of two 
recent testimonials, to the Administrator (8268) 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Worthing Hospital, Lyndhurst Road, Worthing, 
Sussex 


Applications are invited from registered medicai 

practitioners for the appointment of 
RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 

vacant February, 1956. The post is recognized for 
the revised Fellowship regulations in respect of the 
six months’ training required by candidates for the 
Fina! Fellowship examination. Applications, stat- 
ine age, qualifications, nationality and experience 
together with copies of two recent testimonials, to 
be forwarded to the Hospital Secretary as soon as 
possible —A. V. Oakton, Group Secretary. (779%) 


BRIGHTON GENERAL HOSPITAL 
Elm Grove, Brighton 


CASUALTY /MEDICAL OFFICER 
(For Casw General duties) 

Post vacant January 30. 1956 House Officer 
grade. Applications. stating usual particulars to- 
gether with copies of recent testimonials, should be 
sent to the Physician Superintendent (7920) 


IMPORTANT: All intending applicant« 
should read the revised NOTICE at the 


top of page 31 
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Casualty —contd. 


NORTH-WEST DURHAM HOSPITAL 
MANAGEME NT COMMITTEE 


Shotiey General Hospital, Shotiey Bridee. 
Durham (S57 beds) 


Applications are invited for the following res 
lent post, which is recognized for pre-registration 


poses 
HOUSE _OFFICER (Casualty) 

Salary £4 t per arnun jin to cx 
perience Deduction of £125 p : im for boar 
lodging Six months” appoir n Post recoe 
nized for FRCS Applications, stating agc, quali- 
fications. experien and enclosing mies of two 
recent testimonials, to the Secretary / Super nden 


iPr 8290) 


CHEST AND TUBERCULOSIS 


(see alse THORACIC SURGERY 


HAMMERSMITH HOSPITAL aad POST- 
GRADUATE MEDICAL SCHOOL 
De Cane Road, Londos, W.12 


wees TIME, NON-RESIDENT REGISTRAR 
RK 


1 n the Hammersmith Chest 
Clin Han rn Previous xperi 
em of Chest Cli ind of sanatorium or chest 
hospital practi a it Age. Qualifications, ex 
per cc, nam tw refere to Secretary, Board 
of Governors, by Fet ary 4 (8237 


CHELMSFORD (near), ESSEX, BROOMPTELD 
HOSPITAL 


REG IsTR AR in Diseases of the Chest (Resident) 


Prepared 1 assist in maior peration 
Appointmes ibiect to review af year Ap- 
plication torms from S tary, Metropolitan 
nal Hospital Board. Ita, Portland Pia wil 


retur 1 b February (8297) 


NORTIL WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Clare Hall Hospital, Sewth Mimwns, sear Barnet, 
Herts (450 beds for tuberculosis and diveases of 
the chest including 80 for thoracic surgery) 


MEDICAL REGISTRAR 


Duties mainivy medical but some allocation t& 


@uty in surgical wards C,ood training in gencra 
medicin ssentia) and experience in discases 
th hest desirable Appixation form btainabi« 
fron and returnable to, Group Secretar Barnet 
» house Lan Barnet, Herts 
t I ruary | 19%¢ (8298 


MIDHURST, SUSSEX, KING EDWARD Vil 
SANATORIUM 


Applications are Invited for the appointment of 
ASSISTANT —y DICAL OFFICER 
Candidat should } had at at six months 
expercn tuber und non-tuberculous 
chest d.scases Commencing salary £600 per annum 
in addition to full residential emoluments The 
post 1 iperannuat Applications tating age 
qualificat ‘ xpericnce, and the names of three 
referees, should be sent to the Medical Super- 
intendent and marked “* A.” (8247) 


CHESHIRE JOINT SANATORIUM (305 beds) 
Near Market Drayton, salop 


LH. 0. 
required Applicants with less than two vears’ 
experience considered, the grade of S.H.O Resi- 
dent Detailed applications to Medical Superin- 
tendent at the sanatorium "Rt" 


MAILDSTONE, PRESTON HALL HOSPITAL 
British Legion Village, Maidstone, Kent 


Applications are inv ited for th post 
JUNIOR HOSPITAL MEDICAL OFFICER 
at the above hospital, which contains 4140 beds for 
the tweatment of tuberculosis including major 
thoracic surgery Candidates should have good 
experience in general medicine and in the treat 
mem of pulmonary tuberculosis in adults Appoint- 
ment for one year in the first instance subject to 
renewal annually Salary scale £775 by £50 to 
£1,075 per annum Applications, stating ag quali- 
fications and experience, with reievant dates, to- 
ecther with names and addresses of two referees, 
to be sent to the Secretary tw the Preston Hall 
Hospital Management Commitice by February 
(831%) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


The Northern Regional | Hospital Board (Scot- 
land) invite applications for a whole-time resident 
TUNTOR HOSPITAL MEDICAL OFFICER 
pest at € futhe Hospital, Inverness (102 beds) 
(tw ulosis and infectious diseases) Appointment 
to be held for one year, but may be extended for 
a second vear Accommodation is available for a 
married officer Further particulars and schedules 
f application. which are obtainable from the under- 
signed. should be lodged by February 6, 1956-- 
Fraser, Secretary and Administrative 
Medical Officer, Office of the Northern Regional 


Hoxpital Board, Raigmore, Inverness (7992) 
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BROMPTON HOSPITAL. 5S.W.3 


Applications invited for te post of 
ASSISTANT RESIDENT MEDICAL OFFICER 
(Senior House Officer grade) 
Appointment is for six months from April |, 1956 
Experience in artificial pneumothorax essentual and 
n ear, nose and throat work desirabic Duties 
nclude work in tuberculosis dispensary and wards 
Applications, stating age, qualifications (with dates) 
nationality and appointments held, together with 
copies of testimonials. by February 4 to Kenneth 
A. F. Miles, House Governor (7912) 


Jan. 28, 1956 


DENTAL 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT GROUP HOSPITALS 


FULL-TIME RESIDENT DENTAL HOUSE 
SURGEON 

Required. Vacant February 23. The post is 
recognized for the F.D.S., and offers a wide range 
of experience, including children’s and orthodontic 
clinics Applications, stating usual particulars, and 
naming two referees, to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7. (7955) 


DUMFRIES AND GALLOWAY HOSPITAL 
BOARD 


Lochmaben Sanatorium (140 beds) 


RESIDENT SENIOR HOUSE OFFICER or 
HOUSE OFFICER 

Applications are invited for the above appoint- 
ment. which includes in-patient work at Lochmaben 
Sanatorium and Chest Clinic work in the Out- 
patient Department Remuneration according to 
status Applications with the names of two 
referees, to be forwarded to Secretary, Dumfries 
and Galloway Hospital Board, Royal Infirmary 
Dumfrie (8269) 


NEWCASTLE-UPON-TYNE HOSPITAL 
MANAGEMENT COMMITTEE 


Newcastle General Hospital (838 beds) 
Chest Unit (52 beds) 


SENIOR HOUSE OFFICER 
Required for Chest Unit (mainly treatment f 


Pulmonary tuberculosis) Associated Chest Clinic 
and Ma Miniature Radiographic Unit Resident 
f nor ident. vacant Apr 1, 1956 In appr 


priate cases there are facilities for attending the 
D.P H. course in the University of Durham Ap 
plicat ‘, together with copies of two recent testi- 
monals. should be sent to the Secretary. New 


as General Hospital, Newcastic-upon-Iyn 4 

(8232) 

STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex 


RESIDENT SENIOR HOUSE OFFICER (Male) 

Required for wards dealing with tuberculosis and 
diseases of the chest (56 beds) and some out- 
patient work Post vacant March 14. 1956 Appli- 
ations, stating age. qualifications and experience 
with copies of up to three recent testimonials. to 
Medical Director of hospital (8209) 


WEAVERHAM, CHESHIRE, HEFFERSION 
GRANGE SANATORIUM (162 beds) 


RESIDENT SENIOR HOUSE OFFICER 
Required Salary £745 per annum. less £125 
sidential emoluments Ministry of Health terms 

und cond tions Post offers experience in all forms 
of treatment of acute pulmonary tuberculosis. Ap- 
plications to the Secretary at the above address 
with names of two referees, as soon as possible 

(7929) 


BROMPTON HOsPIT AL, 


Applications invited for the post of 
NON-RESIDENT HOUSE PHYSICIAN 
for which there are three vacancies, for six months 
from April 1, 1956 Duties include work in out- 
patient department and wards, also one month's 
duty at Frimley as occasion demands Salary at 
the rate of £525 per annum Applications, stating 
age. qualifications (with dates), nationality and ap- 
pointments held. togecther with copies of testi- 
monials, by February 4 to Kenneth A. F. Miles 
House Governor (7913) 


LONDON CHEST HOSPITAL 
Hospitals for “Diseases of the Chest 


Two vacancies occur , April 1, 1956. for 

NT HOUSE PHYSICIAN 
Appointment for six months, four in London, two 
at the Country Branch near Letchworth. and post 
graded as House Officer. Duties include work in 
the out-patient department and refill clinic as well 
as in wards Applications, stating date of birth. 
qualifications (with dates), and previous appoint- 
ments held, with copies of three testimonials. should 
reach the undersigned not later than February 21 
Thomas Brown, House Governor, London Chest 
Hospital, E.2 (7963) 


CAMBORNE, bey! CHEST HOSPITAL 
89 beds) 


West Cornwall Hospital Management Committee 


There is a vacancy of a 
RESIDENT MEDICAL OFFICER 
(House Officer grade) 
for which applications are invited from registered 
medical practitioners Practitioners convalescent 
from tuberculosis will be favourably considered 
Duties mainly medical but will include relief duties 
on Thoracic Surgical Unit and attendance at weekly 


staff consultations Applications, together with 
copies of two recent testimonials, should be ad- 
dressed to the Hospital Secretary. (8115) 


THE LEICESTER RB ROY AL INFIRMARY 
Applications are invited | for the post of non- 


resident 
DENTAL HOUSE SURGEON 

in the Oral Surgery Department of the Plastic 
Unit, vacant April | Applications stating age, 
qualifications etc. and copies of recent testimonials 
to the Group Secretary, No. 1 Hospital Maaagement 
Comm ttee, The Leicester Royal Infirmary by Feb- 
ruary 8 (8116) 


DERMATOLOGY 
ST. JOHN’S HOSPITAL FOR DISEASES OF 
THE SKIN 


Liste Street, Leicester Square, London, W.C.2 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
for the in-patient department Vacant April 1, 
1956. Enquiries and applications, with the names 
of two referees, by February 11, 1956, to the 
Secretary to the Board of Governors (8064) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


HOUSE OFFICER (Medical Dermatology) 
required Recognized pre-registration Applica- 
tions, with copy testimonials, to Group Secretary. 
Hospital Management Committee. Princes Road, 
Stoke-on-Trent (Pr 7842) 


EAR, NOSE, AND THROAT, ETC. 
LIVERPOOL REGIONAL HOSPITAL BOARD 


North Liverpool Area 


Applications are invited for the post of 
WHOLE-TIME E.N.T. REGISTRAR 
with duties mainly at Walton, Bootle, Waterloo 
and John Bagot Hospitals and including out-patient 
work Ample opportunities will be given for the 
successful candidate to study for higher qualifica- 
tions Forms of application from, and to be re- 
turned to, Dr. T. Lloyd Hughes, Senior Admini- 
strative Medical Officer, Liverpoo! Regional Hos- 
pital Board, 19. James Street, Liverpool, 2, to be 
received not later than February 11, 1956.—Vincent 
Collinge. Secretary to the Board (8287) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infirmary, Manchester, 13 


REGISTRAR to the E.N.T. Department 
to commence as soon as possible Applications 
to be made on forms obtainable from the under- 
signed and to be returned not later than February 
8, 1956.—G. H. Taylor, Secretary (8248) 
BIRMINGHAM AND MIDLAND EAR AND 


THROAT HOSPITAL 
Edmund Street, Birmingham, 3 


Required 

SENIOR HOUSE OFFICER or HOUSE OFFICER 
ding pre-registration) 

according to oalien Detailed applications, with 

copies of two recent testimonials, to Secretary. 

Dudley Road Hospital, Birmingham. 18 (7974) 


GRIMSBY GENERAL HOSPITAL, Grimsby, Lines 


Applications are invited for 
SENT HOUSE OFFICER 
for duties in E.N.T. and Ophthalmology Depart- 
ments, with some orthopacdic duties Up-to-date 
medical library and reading facilities available. 
Salary £745 per annum, less £150 per annum for 
board and lodging Applications, with names of 
two referees, to Hospital Secretary (7838) 


EDINBURGH, ROYAL INFIRMARY 


Applications are invited for the post of 
RESIDENT HOUSE OFFICER 
in the Ear. Nose and Throat Department, for a 
period of six months, commencing as soon as pos- 
sible. Applications, stating age. qualifications and 
experience, if any. to the Medica! Superintendent. 


ROYAL BERKSHIRE HOSPITAL, Reading 
(405 beds) 


Applications are invited trom registered and pro- 
visionally registered, medica! practitioners, male or 
female. for post of 

RESIDENT HOUSE SURGEON (£.N.T) 
vacant February 21. 1956, for period of six months. 
Salary £425 to £525 per annum, less £125 board 
residence Write, stating age, qualifications (with 
dates), nationality, present post, with copy of one 
recent testimonial, to Secretary (Pr.8076) 


— 


JAN. 28, 1956 


GERIATRICS 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCY in Geriatrics 
in the Hul! (A) Group (326 geriatric beds in charge 
of a Consultant Geriatrician). Duties include three 
sessions in general medicine Non-resident Ap- 
plications stating age. qualifications and details of 
present and previous appointments with dates, to- 
ecther with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate, by the 9th Febru- 
ary, 1956 (8154) 


ROCHFORD GENERAL HOSPITAL 
Rochford, Essex (120 beds and Out-patient Clinic, 
Consu!tant-in-charge. Facilities for investigatioa, 
treatment and rehabilitation of acute and chronic 

sick) 


GERIATRIC REGISTRAR 

Fiat available for married applicant, 
furnished or unfurnished.) Appointment subject 
to review after one year. Application forms from 
Secretary. Metropolitan Regional Hospital 
Board, Ila, Portland Place, W.1, to be returned 
by February 1! (8300) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


(Resident 


Kingston General Hospital, Hull (419 beds) 


Applications are invited for the post of 
SENIOR HOUSE PHYSICIAN 
Duties in an active geriatric unit tor the investga- 
tion and treatment of acute and long-icrm illness 
Resident post Applications, with full particulars, 
to the Hospital Secretary (8101) 


BRIGHTON GENERAL HOSPITAL 
Elm Grove, Brighton, 7 


HOUSE PHYSICIAN (Geriatrics) 

This is a large unit with an active rehabilitation 
section, providing excellent clinical facilities Ap- 
plications, stating usual particulars, together with 

ypies of recent testimonials, should be sent to 
the Physiciaa Superintendent (7922) 


INFECTIOUS DISEASES 
LEEDS REGIONAL HOSPITAL BOARD 


Whole-time appointment of 
ASSISTANT PHYSICIAN for Infectious Diseases 
(S.H.M.O. scale) 

for duties mainly at the Seacroft Hospital, Leeds 
The successful candidate will work under the super- 
vision of the Consultant in Infectious Diseases and 
will be required to reside at the hospital A ppli- 
cations (12 copies), stating age, qualifications and 
details of appointments held (showing dates), with 
names and addresses of three referees, to the Secre- 
tary, Park Parade, Harrogate, by February 28, 1956 

(19D 


NEASDEN HOSPITAL 
Brentficld Koad, Neasden, N.W.10 


WHOLE-TIME MEDICAL REGISTRAR 
(Resident) 

Required at Neasden Hospital (infectious 
Diseases), for one year in the first instance, renew- 
able. Experience in infectious diseases and child- 
ren’s discases an advantage Post vacant April 


26. 1956. The hospital is a Regional Centre for 
poliomyelitis, and there are facilities for post- 
graduate studies The hospital may be visited by 
appointment with the Physician Superintendent. 
Application forms from, and returnable to, Group 
Secretary Centra! M.ddiesex Group Hospital 
Management Committee, Acton Lance, N.W.10, by 
February 6, 1956 (7949) 
BELVIDERE INFECTIOUS DISEASES 
HOSPITAL 


JUNIOR HOSPITAL MEDICAL OFFICER 

Duties primarily in infectious discases but may 
include work in tuberculosis. Apply. in writing, 
giving three names for reference to the Secretary, 
Board of Management for Glasgow Royal Infirm- 
ary and Associated Hospitals, 135, Buchanan Street, 
Glasgow, C.1 (8316) 


MIDDLESBROUGH, WEST LANE HOSPITAL 
(Infectious Diseases 229 beds) 


Applications are invited for the appointment of 
RESIDENT MEDICAL OFFICER 


Salary appropriate to grade of Junior Hospital 
Medical Officer, viz., £775 by £50 to £1,075 per 
annum Applications, stating age. sationality, 


previous experience, and names of 
to be sent immediately to the Phy- 
(8320) 


qualifications, 
three referees, 
sician Superintendent at the above hospital. 


BRITISH MEDICAL JOURNAL 


MEDICINE 


NORTH MIDDLESEX HOSPITAL AND 
ANNEXES, Silver Street, Edmonton, N.18 


R MEDICAL REGISTRAR (Transitional) 
(Non-tesident—-Sieeping in on duty nights) 
Candidates should have held post of Senior Regis- 
trar status Duties include teaching and weckty 
session in neurological out-patients. Under present 
instructions tenable for one year only. Applica- 
tion forms from Sceretary, N.E. Metropolitan Re- 
gional Hospital Board, ila, Portland Place, W.1. 
to be returned by February 11 (8301) 


NORTH MIDDLESEX HOSPITAL AND 
ANNEXES, Silver “‘veet, Edmontoa, N.16 


MEDICAL REGISTRAR 
(Non-resident, sieep.ng in on duty nights). Duties 
may include teaching and an interest in endocrino- 
logy would be an advantage Appointment subject 
to review after one year. Application forms from 


Secretary, N.E Metropolitan Regional Hospital 
Board, lla, Portland Piace,. W.1, to be returned 
by February 11 (8302) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(404 beds) 


Applications are invited for the post of 
MEDICAL REGISTRAR 
now vacant The Hospital may be visited by 


arrangement with the Physician Superintendent. Ap- 
plication forms can be obtained from, and should 
be returned by 10th February, 1956, to, the Group 
Secretary, Woking and Chertsey H.M.C., “ Hunt- 
ington “. Guildford Road, Chertsey, Surrey. (8155) 


COVENTRY & WARWICKSHIRE HOSPITAL 
(354 beds) 


REGISTRAR, GENERAL MEDICINE 


Resident. Experience specialty essential. Appli- 
cation torms from Group Secretary, Coventry & 
Warwickshire Hospital, Coventry, to be returned 
before 13th February, 1956 Candidates May visit 
hospital (8156) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL REGISTRAR 
North Cambridgeshire and Clarkson Hospitals, Wis- 
bech (271 beds). Post provides experience in general 


medicine, paediatrics, and geriatrics, also facilities 
for study. Appointment for one year, renewable for 
second year Applications, stating age, experience 
and names of three referees, to Secretary of Board 


February 6, 
hospitals by 


Chesterton Road, Cambridge. by 

Candidates invited to visit 
direct arrangement with H.M.C. Secretary, North 
Cambridgeshire Hospital, Wisbech (7840) 


LEEDS REGIONAL HOSPITAL BOARD 


117 
1956 


REGISTRAR ¥ ACANCIES IN GENERAL 
MEDICINE 
Regional Rheumatism Centre, Harrogate (240 
beds) (9 sessions) and the Rheumatism Ciinic, 
General Infirmary at Leeds (2 sessions) Resi- 
dent at the Royal Bath Hospital. Harrogate 
Halifax Group (110 general medical beds) (380 
geriatric beds) Dutics divided equally between 
general medicine and gcriatrics Non-resident 
but single accommodation may be available 
Applications stating age, qualifications and details 
of presemt and previous appointments with dates, 
together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate, by the %h 
February, 1956 (8157) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
Gateshead & District Hospital Management 
Committee 


@ 


REGISTRAR PHYSICIAN 


Whole-time, resident at Bensham Gencral Hospital 
(386 beds). Married or single accommodation 
availabie Applications with names and addresses 


of three referees to Deputy Senior Administrative 
Medica! Officer, Newcastle Regional Hospital Board, 
Walker Gate Hospital, Benficld Road, Newcastle 6, 
within 14 days (8158) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infi y, Manchester, 13 


REGISTRAR to a General Medical Unit in which 
is housed the University Department of Neurology 
to commence on April 1, 1956. Whole-time, non- 
resident post, tenable for twelve months, renew- 
able. Applicants should preferably possess a higher 
qualification Application to be made on form 
obtainable from the undersigned, to be returned not 
later than February 8, 1956.—G. H. Taylor, Secre- 
tary. (8317) 


AINSLIE, EDENHALL AND 
ATED HOSPITALS 
Astley Ainslie. Hospital 


JUNIOR HOSPITAL “MEDICAL OFFICER 
Applications are invited for the post of Junior 
Hospital Medical Officer at the above hospital, 


35 


which affords excellent opportunities tor the study 
of convalescence and rehabilitation Experience in 
the specialty desirable Applications, giving full 
details, and the names and addresses of three 
referees, should be lodged on of before February 
18 with the Secretary, Asticy Ainsiic Hospital, 
Grange Loan, Edinburgh (8065) 


DONCASTER HOSPITAL MANAGEMENI 
COMMILTEE 


Western tos pitas 


Applications are invited trom registered medica! 
Practitioners for the appointment of 

RESIDENT MEDICAL OFFICER 
grade of Junor Hospital Medical Officer 
Applications, stating age, qualifications and eaperi- 
ence, together with copies of three recent testi- 
monals. should be forwarded to the Secretary Ww 
the Committee. Doncaster Koval Infirmary (7462) 


LINCOLN, HARMSTON HALL HOSPITAL 


JUNIOR HOSPITAL M.O. (Resident) 
required for group of mental deficiency hospitals 
in Lincolnshire (943 beds) Salary scale £775 
by £50 to £1,075, with national terms and condi- 
tions of service Travelling expenses as approved 
Furnished apartments charged at £160 per annum 
Applications, with full details of age, education, 
qualifications, previous appointments (with dates), 
to be sent to the 


in the 


and two names for reference, 
Group Secretary, Harmston Hall, Lincoln, withia 
ten days. (780%) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Medical 
Victoria Hospital, Burnley (171 beds) 
The post offers good all-round experience under 


Consultant staff Applications, with three refer- 
ences, to Group Secretary, Burnley General Hos- 
pital (8014) 


EAST RIDING GENERAL HOSPITAL 
Driffield, Yorkshire (247 beds) 


SENIOR HOUSE PHYSICIAN 
vacant now. Salary £745 less emoluments. Duties 
to include Acute and Chronic Medicine Detailed 
applications with references to the Group Secretary, 
Westwood Hospital, Yorkshire (ily) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Infirmary, Louth, Lines (215 beds) 
SENIOR HOUSE OFFICER (Medical) 
Applications are invited for the above resident 
post, now vacant, at this busy general hospital. Ap- 
plications, with full details. together with names of 
two referees. should be addressed to the Hospital 
Secretary (7469) 


LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


St. James's Hospital| (South). Leeds, 9 


Applications are invited from registered medical 
practitioners for the appointment of 
DEPUTY RESIDENT MEDICAL OFFICER 
(Senior House Officer) 
Applications to the undersigned as soon as possible 
—J. Folkard, Secretary to the Committee, Admin- 
istrative Offices, St. James's Hospital, Lee *- 
( ) 


LYMINGTON HOSPITAL 
Lymington, Hants (95 beds) 


RESIDENT SENIOR HOUSE OFFICER 


Required February Applications, with copies 
of testimonials, should be forwarded as soon as 


possible to Group Secretary, Southampton Group 
Hospital Management Commitice, Bullar Street, 
Southampton. (8233) 


RYHOPE GENERAL HOSPITAL 


SENIOR HOUSE OFFICER (Male or female) 

Required for the No. 2 Medical team. Will 
be resident at the Ryhope General Hospital (52 
medical beds) and will attend Ouvut-patient Clinics 
at the General Hospital, Sunderland. Post vacant 
March 5, 1956. Apply immediately, naming two 
referees, to the Hospital Secretary, Lecholme Hos- 
pital, Easington, Co. Durham (8256) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital 
Stockton-on-Tees (130 beds) 
Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Medicine) 
at the above hospital. Applications, stating age, 
experience, qualifications, together with names for 
reference, should be addressed to thé Hospital Sec. 

(7807) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 31 


Hospital Board, Raigmore, Inverness 


Medicine—conatd. 


WEST HARTLEPOOL GENERAL HOSPITAL 


SENIOR HOUSE PHYSICIAN 
Applications are invited for the above (resident) 
post, vacant sow Salary £745 per annum. icss 
£145 per annum inp respect of residence, ek Ap- 
plicants should state age, nationality and qualifica 
tions (with dates), and enclose with application 


m of two testimonials Applications should 
be sent to the Group Secretary at the General 
Hospital, West Hartlepool, as soon as possible 


(8227) 
Walthamstow, 


CONNAUGHT HOSPTTAL, 

(118 beds) 

HOUSE PHYSICIAN 
required for a period of six months Post vacant 
March 14, 1956 Applications with full details and 
eopr of two recent testimonials should be sent 
immediately to the Secretary. H.M.C. Forest Group, 
Langethorne Road, (8118) 
HEREFORD, COUNTY HOSPITAL (155 beds) 


HOUSE OFFICERS (Medicine) 
Required Applications, with copies of two re- 
to be sent to the Medical Super 


(7992) dressed to the Hospital. Secretary. 


BRITISH MEDICAL JOURNAL 
HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Hall (419 beds) 
HOUSE PHYSICIAN (Pre-registration post) 


Resident. and tenable for six months. Vacant 
mid-February Applications, with two recent testi- 
monials, to the Hospital Secretary (Pr.7878) 


LEICESTER GENERAL HOSPITAL 
Applications are invited for three pre-registration 


posts 

HOUSE PHYSICIAN 
vacant April 1 Applications stating age and quali- 
fications with copies of recent testimonials to the 
Group Secretary, No. 1 Hospital Management Com- 
mittee, The Leicester Royal Infirmary, by Febru- 
ary 8 (Pr.8120) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 
HOUSE OFFICER 
General Medicine (with Dermatologs) 
required Post vacant January 31. Pre-registration 
Detailed applications, with copy testimonials, to 
Group Secretary, H.M.C., Princes Road, Stoke-on- 


testimonials, 
intendent, County Hospita!, Hereford (8223) Trent 
HULL (A) GROUP HOSPITAL MANAGEMENT NOTTINGHAM, GENERAL HOSPITAL 
COMMITTER 
a RESIDENT HOUSE PHYSICIAN 
Hell Royal Sultoe Pre-registration, first or secor! post, required 
February 1! for six months Applications, stating 


Applications are invited for the post of 
HOUSE PHYSICIAN 
Vacant February Salary and conditions of service 
will be in « dance with the Ministry of Health 
scale for House Officers The appointment tcn 
abie for six month Applications to the Secretary 
Hull Roya! Inf irmary, Hull (7279) 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford, Middlesex (560 beds) 


Ashford Hospital, 


RESIDENT HOt SE OFFICER (Male) 
Required for general medical and surgical dutics 


Six months’ appointment, not suitable for pre-rezis- 
tration candidates. Applications, stating age, qua'i- 
fications, and experience, with copics of up to 
three ¢ nt testimonials, to Medical Director of 
hospita (8303) 
BLACK NOTLEY HOSPITAL, Braintree, Essex 


POSTS OF HOUSE ‘st RGEON AND HOUSE 
PHYSIC 


IAN 
Applications invited for above posts. The suc- 
cessful applicant w serve six months as House 
Surgcon | ywed by six months as House Phy- 
sician First, second, third of pre-registration 
posts Surgical post includes duties in gencral 


ogical wards. Recognized for 
FR.CS Medical post includes duties in medica! 
and pacdiatric wards. Applications, with copies of 
three testimonials, to Group Secretary, Colchester 
H.M.C.. 14, Pope’s Lane. Colchester, Essex 

(Pr.8270) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT ¢ COMMITTEE 


Burnley General Hos Hospital (641 beds) 


RESIDENT HOUSE OFFICER (Medical) 


surgical and gynacc 


Th appointment is approved as a pre-rcegistra- 
tion post Applications, with three references, to 
Group Secretary, Burnicy General Hospital 

(Pr.8015) 


EXETER AND MID-DEVON a 
MANAGEMENT COMMIT" 


Royal Devon and Fxeter 


Applications are invited [rom pre-registration and 
reeistered medical practitioners. for the appoint- 
ment of 

HOUSE PHYSICIANS (2) 
Vacant March 26, 1956. and April 6, 1956. Appli- 
cations, with copies of two recent testimonials, to 
the Hospital Secretary by February 4, 1956 
(Pr.8228 
GUILDFORD GROUP HOSPTTAL 
MANAGEMENT COMMITTEE 


St. Lake's Hospital, Guildford (392 beds) 


HOUSE PHYSICIANS (2) (pre-registration) 
Vacant: (1) March 1956. (i) March 12, 1956 
With preceding two weeks’ locum im each case 


Medica! unit of acute and chronic beds. Applica- 
tions. with f recent testimonials. <hould 
be sent to the Physician Superintendent (Pr. 7889) 


HILLINGDON HOSPITAL. Near Uxbridge, Middx 
(General 629 beds) 


HOUSE PHYSICIANS Resident 
Appointments recognized for the M.D. 
(Lond.) Branch 1 and for pre-registration house 
officers. Post vacant end of March Applications 
stating age. qualifications, nationality and experi- 
ence, together with copies of mot more than three 
recent testimonials, to Medical Director by Feb- 
ruary 6. (Pr.8119) 


required 


sac, qualifications and experience, together with 
ypies of testimonials. to be sent to the Group Sec 
(Pr. 7468) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hespital (74 acute medical beds) 
HOUSE PHYSICIAN (Pre-registration) 
Vacant January 31, February 24 
Queena Alexandra Hospital (78 acute medical beds) 
HOUSE PHYSICIAN (Pre-registration) 
Vacam February 1, 1956 
Applications, stating age, experience, and qualifi- 
cations, together with names of two referees, should 
be forwarded as soon as possible to L. C. Rogers 
35, Grove Road South. Southsea (Pr.5470) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Sharce Green Hospital (360 beds) 
Applications are invited for the post of 
PRE-REGISTRATION HOUSE PHYSICIAN 

Vacant February 1, 1956. Applications, with names 
of two referees, to be forwarded to the Group Sec- 
retary, Royal Infirmary, Preston (Pr.7784) 


TEESSIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 
(130 beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (Medical) 

at the above hospital. The app 

nized for pre-registration service 


intment is recor- 
under the Medical 


Act, 1950. Applications, stating full details, and 
giving two names for reicrence, to be addressed to 
the Hospital Secretary (Pr 7591) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the posts of 
HOUSE PHYSICIAN (2) 
vacant April 1 Recognized pre-registration posts. 
Applications stating age and qualifications, with 
copies of recent testimonials to the Group Secretary, 
No. 1 Hospital Management Committee, The 
Leicester Royal Infirmary by February 8. (Pr.8121) 


HOSPITAL, Camberiand 
4 beds, pre-registration post) 


HOUSE PHYSICIAN 
(First, second or S.H.O. post). Vacant mid-March, 
detailed applications. with dates and names of two 
referees, to Growp Secretary, Workington Infirm- 
ary, Camberland (Pr.8102) 


(8115) 


recent testimonial, 


to Secretary 


Jan. 28, 1956 


NEUROSURGERY 
REGIONAL NEUROSURGICAL CENTRE 
(66 beds) Brook General Hospital, Shooters Hilt 
Road, S.E.18 


SENTOR HOUSE OFFICER (Neurosurcers) 


Vacant carly February Post recognized for 
F.R.CS. and provides excellent opportunity for 
training in neurology Apply to Group Secretary, 


Memoria! Hospital, Woolwich, S.E.18 (8293) 
THE UNTTED LEEOS HOSPITALS 


The General ‘lafirmary at Leeds 


SENIOR HOUSE OFFICER (Resident) 

Required for the Department of Neurosurgery 
Post tenable for six months in the first instance 
Terms and conditions of service of hospital med.ca) 
staff apply Applications, stating age, qualificat.ons 
previous posts (with dates), and three names for 
reference, should be sent to the Secretary to the 
Board by February 9, 1956 (8312) 


OBSTETRICS AND GYNAECOLOGY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


South London Hospital for Women and Children, 
Clapham Common, 5.W.4 


Applications are invited from registered temale 
medical practitioners for the post of full-time 
RESIDENT OBSTETRIC & GYNAECOLOGICAL 

REGISTRAR 

recognized for the M.R.C.O.G. which will become 
vacant on Apri! 24. 1956 The appointment is 
normally for tw years, but subiect to review at 
the end of the first vear Canvassing will dis- 
qualify but candidates are not precluded from visit. 
ing the Hospital if they so desire For form 

application apply (enclosing stamped addressed cn- 
velope) to the Secretary, Lambeth Group Hospital 
Management Committee, Renfrew Road, S.E.11, to 
whom completed applications should be returned 
not later than February 11, 1956 (8122) 


WANSTEAD HOSPITAL, Wanstead, 


REGISTRAR ta Obstetrics and Gynaecology 
(Resident) 

Post recognized for DRCOG Appointment 
subiect to review after one year. Application forms 
from Secretary, N_E. Metropolitar Regional Hos- 
pital Board Ila. Portland Place, W.1. to be re- 
turned by February 11 «siay 


MID-WORCESTER GROUP 
REGISTRAR, OBSTETRICS /GYNAECOLOGY 
Duties in Mid-Worcestershire Group at Broms- 

grove Genera! Hospital (423 beds) (7 nh.d.). 
Dudiey and Stourbridge Group (4 n.h.d.). Appli- 
cation forms from Group Secretary, Birmingham 
Road, Bromsgrove. to be returned before 13th Feb 
ruary, 1956. Candidates may visit Group Hospitals 

(S161 


SHEFFIELD REGIONAL HOSPIILAL 
BOARD 


Doncaster (178 beds) 
and 


Western Hospital, 
Recognized for the rr, 
M.R.C.0.G 


WHOLE: ‘TIME RESIDE NT REGISTRAR 
and Gy ay) 


required. f. st becomes vacant Sth April A ppoint- 
ment for one year in first instance Apply t 
Secretary, Sheffield Regional Hospital Board, Old 
Fulwood Road, Shefficild, by 6th February, giving 
age, nationality. qualifications, present and previvus 
appointments with dates. naming 3 referees. (8162 


BIRMINGHAM, 18, DUDLEY ROAD HOSPITAL 
(780 beds) 


SENIOR HOUSE OFFICER (Resident) 
Required. Recognized for MR.C.OG Depart 
ment of Obstetrics and Gynaecology under control 
of Senior Consultant Obstctrician Approximately 
125 maternity beds, with 100 nconatal cots and 60 


gvynaccoiogic val beds Vacant March 1, 1956 Ap- 
plications, together with copies of three recent 
testumonials, to Secretary (7937) 


NEUROLOGY 


WARWICK (near), CENTRAL MENTAL 
HOSPITAL (1,400 beds) 


SENIOR HOUSE OFFICER 

Neurosis Unit. Adult and child psychia- 
try clinics, departments of Electroencephalography. 
Occupational! Therapy, Psychology and Social Work 
Recognized tor D.P.M. Married or single quarters 
Salary £745 per annum. Applications with names 
and addresses of three referees to Medical Superin- 
tendent within 14 days of appearance of this ad- 
vertusement (8160) 


required. 


ILFORD AND BARKING GROUP HOSPITAL 
ANAGEMENT COMMITTEE 


There will be a vacancy 

SENIOR HOL se “OFFICER 
(obstetrics and also entails care of some gynaeco- 
logical beds) at the liford Maternity Hospital 
Eastern Avenue, tiford, on March 1, 1956. Salary 
will be at the rate of £745 per annum, less emolu- 
ments This post is recognized for training for 
the Applicants should have 
been registered not less than one year and should 
send applications, accompanied by copies of three 
testimonials, to the undersigned within seven days 
of the appearance of this advertisement.—H. F 
Harris, Secretary, King George Hospital, 


sent immcoiatcry 
three referees, to be (8320) 


sician Superintendent at the above hospital. 


Jan. 28, 1956 


Hospit 


al Medical Officer” at the above hospital, 
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Obstetrics and Gynaecology—contd. 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There will be a vacancy for a 
RESIDENT SENIOR HOUSE OFFICER 
at the Barking Hospital (Maternity), Upney Lane, 
Barking, on February 13, 1956. Salary £745 per 
annum, less emoluments. Applicants should have 
been qualified not jess than one year. Duties will 
include antenatal work. Applications, accompanied 
by copies of testimonials, should be sent to the 
indersigned within seven days of the appcarance 
of this advertisement.--H. F. Harris, Secretary 
King George Hospital, liford (7881) 


LEEDS (A) GROUP MANAGEMENT 
COMMITTIE 


St. Mary's Hospital, Leeds, 12 
(109 Maternity Beds) 


Applications are invited from registered medical 
practitioners (malic and female) for the appointment 


f 
DEPUTY RESIDENT OBSTETRIC OFFICER 
‘Senior House Officer) 
which ts recognized by the Royal College of Ob 
sictricians and Gynaccologists for membership. Ap- 
Dlications to the undersigned as soon as possibile 
~J. Folkard, Secretary to the Committee, Admini- 

sirative Offices, St. James's Hospital, Leeds, 9 
(8163) 


LEICESTER GENERAL HOSPITAL 
Appi a are invited for the post of 

NIOR HOUSE OFFICER 

(Obstetrics and Gynaecology) 
facant immediately The post is recognized for 
the M. and D.Obst.R.C.0.G Applications, stat- 
ing age, qualifications and experience, with copies 
of recent testimonials, to Group Secretary. No. | 
Hospital Management Committce, The Leicester 
Royal Infirmary, forthwith. (7795) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


fast Gl Hospital, Charch Villoce, near 
Pontypridd (316 beds and targe Ont-patient Depart- 
ment. Committee’s Base Hoxpital, serving popula- 
dion of 174,000. Recognized for M.R.C.O.G., 
D.R.C.0.G., D.C.H., F.F.A., 


SENIOR HOL ‘SE OFFICER 
(Obstetrics and Gynaecology) 
Applications, stating age, qualifications and ex- 
menence, together with copics of two recent testi- 
monials, to be sent to the Group Secretary. Court- 
house Street, Pontypridd, as soon as possible (8286) 


ROTHERHAM, — 
HOSPITAL (355 beds, 


SENIOR HOUSE OFFICER 

(Obstetrics and Gynaecology) 
Residential emoluments £140 per annum. Ap- 
three referees, to the 


plications, with names of 
Secretary. Hospital Management Committee, ** Fern 
Bank,’ Doncaster Road, Rotherham. (8123) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 

RESIDENT SENIOR HOUSE OFFICER 
to the Obstetric and Gynaecological Department, 
Commencing April 1. The post is recognized for 
the M.R.C_O.G. (Gynaccology only). Applications, 
stating age qualifications and experience, together 
with copies of recent testimonials to reach the 
Group Secretary, No. 1 Hospital Management Com- 
mittee, The Leicester Royal Infirmary, by "on 


THE er ROYAL INFIRMARY 
TERNITY HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Obstetrics) 
vacant April 1. Recognized for D.Obs*R.CO.G 
qualifications and experi- 


Applications, stating agc, 
ence, together with copies of recent testimonials, 
to Group Secretary, No. | Hospital Management 


Infirmary, by 


Royal 
(8125) 


Committee. The Leicester 


February 8 
THE UNITED SHEFFIELD HOSPITALS 


Jessop Hospital for Women 

PATHOLOGIST 

Th int t forms 

on a training scheme for candidates for the 
M.R.C.O.C examination. If cligible, the holder 
wil) be able to apply for wansfer to @ clinical 
appointment in the hospital in due course. Ap- 
plications, with three recent testimonials, to be 
sent at once to the Superintendent, Jessop Hos- 
pital for Women, Leavygreave Road, Shefficid. 4 


WATFORD MATERNITY HOSPITAL 
King Street, _Watteré (58 beds) 


Applications are invited ted for the residentia! post of 
SENIOR OBSTETRICS OFFICER 


for duties commencing March 18, 1956. Salary 
£745 per annum, iess £155 per annum for 
residential emoluments Hospital recognized for 


M.R.C.0.G. examination. Applications, giving full 
details of age, nationality, qualifications, present 
and previous appointments (with dates), and copies 
of three testimonials, should be sent to the Hos 
pital Secretary as soon as possible after the appcar- 
ance of this advertisement (8229) 


WESTERN REGIONAL HOSPITAL BOARD 
Scotland 


Applications are invited for the post of 

SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
at Western District Hospital, Glasgow. The ap 
pointment will be for one year in the first instance 
Applications, stating age, qualifications, experience 
and present appointment, and naming three 
referees, to be lodged with the Secretary, Board 
of Management tor Glasgow Northern Hospitals, 
13, Woodside Place, Glasgow, C.3, by February 
3, 1956 (8249) 


ST. TERESA’S MATERNITY HOSPITAL 
The Downs, Wimbledon, §.W.20 (40 beds) 


Applications are invited for the appointment of 
RESIDENT OBSTETRIC HOUSE OFFICER 
for six months in the first instance, commencing 
on February 13. Salary £425 to £745, according 
to experience. Emoluments deducted according to 
usual scale. Self-contained flat available in hos- 
pital grounds. This post is ideal for those study- 


ing for higher degrees Application, stating age. 
qualifications, nationality and experience, to the 
Secretary (8271) 


LEWISHAM HOSPITAL, London, S.E.13 


HOUSE OFFICER (Obstetrics and Gynaecology) 

Vacant March 1 Recognized for M.R.C.O.G. 
Applications to Secretary, Group Offices, Lewisham 
Hospital, S.E.13 (8126) 


THE ROYAL LONDON HOMOEOPATHIC 
HOSPITAL 
Great Ormond Street and Queen Square, W.C.1 


Applications are invited from registered medical 
Practitioners for the post of 
HOUSE SURGEON 
with care of gynaecological 
Vacant March 1, 1956. The appointment, which 
is resident, will be for a period of six months 
Salary on N.H.S. scale. Candidates wil] be re 
quired to attend for interview. Applications, stat 
ing age and full particulars. to Secretary (8229) 


XII CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal ltofirmary 
Applications are invited for the post of 
HOUSE SURGEON (Gynaecological) 
vacant on February 26, 1956. The post is recoe- 
nized for pre-registration service Applications, to- 
gether with the names and addresses of two 
referees, should be forwarded to the Group Secre- 
tary, 5, King’s Buildings, Chester (Pr.8288) 
DERBYSHIRE ROYAL INFIRMARY, Derby 
HOUSE SURGEON (pre-registration) 
SENIOR HOUSE OFFICER 
Vacant February 1, 1956 Recognized for 
MRC.O.G. Apply, stating full details, with copies 
of two recent testimonials, to Hospital Secretary 
(Pr 7809) 


LEICESTER GENERAL HOSPITAL 
invited for the pre-registration 


Applications arc 
post of 
OBSTETRIC AND GYNAECOLOGICAL HOUSE 

SURGEON 
vacant April |. Recognized for M. and D.R.C.O.G 
(Obstetrics only) Applications, stating age and 
qualifications, together with copies of recent testi- 
monials, to the Group Secretary, No. 1 Hospital 
Management Commuiitec, The Leicester Royal In- 
firmary, by February 8 (Pr.8127) 


MAIDENHEAD (near), CANADIAN RED CROSS 
MEMORIAL HOSPITAL, T 


HOUSE SURGEON 
Required for the Unit of Obstetrics and Gynae- 
cology. Post recognized for M.R.C.O.G. Prefer- 
ence given to candidates secking pre-registration 
post. Applications, stating age, experience and 
qualifications, with copies of two testimonials, to 
Hospital Secretary (Pr. 7810) 


SCARBOROUGH HOSPITAL (190 beds) 


Applications are invited for the post of 
SURGEON 
(Obstetrics, Gynaecological and Ophthalmology) 
for the six months commencing February 1. 1956. 
The post is recognized for pre-registration. Appli- 
cations to be forwarded to the Hospital Secretary, 
Scalby Road, Scarborough, Yorkshire (Pr. 7636) 


SUNDERLAND, ROYAL INFIRMARY 
(300 beds) 


HOUSE OFFICER (Male: 

Required immediately for duties in Gynaecoiogi- 
cal and Urological Units. Provisionally registered 
Practitioners may apply. Application, naming two 
referees. to the Hospital Secretary, Royal Infirm- 
ary, Sunderland (Pr.8257) 


HOSPITAL OF ST. CROSS, Rugby, and 
ST. MARY'S HOSPITAL. Harborough 
(50 beds) 


HOUSE OFFICER IN GYNAECOLOGY AND 
OBSTETRICS 


Vacant February 2. Not pre-registration. Appi 
cations to Hospital Secretary. Hospital of St. Cross 
Ruaby. (7846) 

ROYAL BERKSHIRE HOSPITAL 
Reading (401 beds) 


Applications are invited from registered medica! 
practitioners, male and female, for the resident 


post of 
HOUSE SURGEON (Gynaecology) 
tenable for six 


vacant February 1, 1956, and 

months Write, stating age, qualifications, with 
dates, nationality, and present post, with copy ot 
one recent testimonial, to Secretary (6855) 


THE MOTHER'S HOSPITAL (Salvation Army) 
London, E.S (Maternity—110 beds) 


OBSTETRIC HOUSE SURGEONS 
Required as under: (a) from March | (pre-regis- 
The six 


tration), (6) from March 1 (registered) 
months’ appointments are recognized ior the 
M.R.C.0.G. Apply Group Secretary. Hackney Hos- 


pital London, E.9, quoting MH/HO (8035) 


ELIZABETH ANDERSON HOSPITAL 

uston Road, 1 

mera Free Hospital Group) 
APPOINTMENT OF HOUSE SURGEON TO 

GYNAECOLOGICAL DEPARTMENT 

Applications are invited from pre-registration and 
registered women medical practitioners for the post 
of House Surgeon to Gynaecological Department 
(recognized for M.R.C.O.G.). Duties to commence 
April 1. 1956. Appointment for six months. Salary 
in accordance with Ministry of Health scale for 
House Officers. Applications, with copies of three 
recent testimonials, should be sent to the Secretary 
Elizabeth Garrett Anderson Hospital, by February 


8. 1956 (Pr.8255) 
BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane, Solihull 


OBSTETRIC HOUSE SURGEON (pre-registration) 

Post vacant mid-February. Applications, stating 
age. qualifications and names for reference. to 
Medical Superintendent. (Pr.7796) 


OPHTHALMOLOGY 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


CONSULTANT OPHTHALMIC SURGEONS (two) 
(8 notional half-days), Norfolk and Norwich Hos- 
pital Group. Main hospital Norfolk and Norwich, 
441 beds. Wide experience and higher qualifica- 
tion essential. Applications (cight copies), stating 
age, experience and names of three referees. to 
Secretary of Board, 117, Chesterton Road, Cam- 
bridge. by February 6, 1956. Candidates invited 
to visit hospital by direct arrangement with ti MC. 
Secretary, Norfolk and Norwich Hospital (7847) 


UNITED MANCHESTER HOSPITALS 


Manchester Royal | Eye Hospital 


——— are invited for the post of full-time 
SENIOR HOSPITAL MEDICAL OFFICER 
(Non-resident) 
Previous experience in ophthalmology essential. The 
terms and conditions of service for hospital medica! 
and denta! staffs will apply Applications to be 
made on forms obtainable from the undersigned as 
soon as possible —F. J. Cable, Secretary to the 
Board of Governors (6878) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Fye Hospital 


Applications are invited for the post of 
SENTOR REGISTRAR 

Tenable for twelve 

Previous experience 


Whole-time post (non-resident) 
months, subject to renewal 

in ophthalmology essential. The terms and condi- 
tions of service for hospital medical and dental 
staffs wil! apply. Applications to be made on forms 
obtainable from the undersigned as soon as pos- 
sible —F. J Cable, Secretary to the Board of 
Governors (6812) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 31 
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Ophthaimology—contd. 


SELLY OAK EYE /LITILE BROMWICH 
GENERAL HOSPITALS 


REG ISTRAR, OPHTHAL MOLOGY 


Recognired r DO FRCS Residentia 
charee -i! pa Applicati form rom Secre 
tary, (wk) HME Oak Ir Lane. Birmineg 

29, to be returned before 13th February, 1956 
Candidat may | hospitals (8164) 


ROVAL EYE HOSPITAL 
King’s College Hospital Group 


Applications are invited for f 
SENIOR HOt SE OFFICER 
vacant from April | App sons, together 
with cop: {fr nt testimo sh be made 
to the Secretary The Re wal bye H St 


( s, SE as soon as possib 4) 


BANGOUR GENFRAL HOSPITAL, West Lothian 
(15 miles from Edinburgh) 


Application od for the appointment of 
st sion ‘WoL SE OFFICER 
ia the Oph mic nit (32 beds) at Bangour 
General Hi tal a. 4 rn. which is associated 
with the Ophthaimie Unit of the Royal Infirmary, 
Bainbureh Salary and nditions of rvice will 
be in rdance with th ithons Applica 
dogs, giving agc, qualifications and particulars of 
orevio experiences wuld t xiged with th 
Group ta asurer. Board of Manas 
ment Ha r Hospital, Broxburn. West Lothian 
(R318) 
COVENTRY AND WARWICKSHIRE HOSPITAL 
(354 beds) 
SENIOR HOUSE OFFICER in Ophthalmology 
Vacant March |! Resident Recognized D.O 
PRCS. Ophthala y Provides nt x 
penen in and out-patient work Applications 
to Ho t Ss tary, Coventry 1d Warwickshir 
Hospita ( (7R48) 


HULL (A) GHOUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hell Reyal laficmary 
for the poset of 


wie ‘Hot SE SURGEON 
(Senior House Officer 


for dut at th nd the 
Victoria Hospital for Sick Childe vzed for 
Do Ar sent will for ) termin 
able by month's notice cith Nationa 
salary sca and nditions Ap ms to th 
Hospital S tary (7280 


TEESSIDE HOSPTTAL MANAGEMENT 
COMMITTEE 


Nerth Riding Infirmary (Eye, Far. Nose and Throat 
Centre), Middlesbrough (120 beds) 


appointment: of 


BRITISH MEDIC AL JOU RNAL 


ORTHOPAEDICS 
MANCHESTER REGIONAL HOSPITAL BOARD 


Oldham and District Hospital Management 
Committee 


Applications are invited for the post of whole- 
time, resident of non-reudent 
REGISTRAR (Orthopacdics) 
at the Oldham Roval Infirmary (190 beds) Ap- 


pleations. with th names two referees, to be 

forwarded to the Group Secretary, Central Offices 

Rochda Road, Oldham x2) 

NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Applications are invited tor the whole-time post 


REGISTRAR IN ORTHOPAEDIC SURGERY 

The main duties are at Raiemore Hospital, Inver 
ness Schedules of application and further particu 
lars are btainable from the undersigned with 
whom applications should be lodged by February 
6. 1956.—-A. M. Fraser, M.D.. Secretary and Ad 


ministrative Medical Officer, Office of the Northern 
Regional Hospital Board, Raigmore, Inverness 
(R025) 


UNITED BRISTOL 
appointment with the South-Western 
Regional Hospital Board) 
SENIOR ORTHOPAEDIC REGISTRAR 
The successful candidate will be appointed for 
one year im th first mstance to york in the 
United Bristol Hospitals and Winford Orthopacdic 
Hospital Applications giving the names of two 
referees, should be sent not later than February 2, 
1956. to Secretary, Roya! Infirmary. Bristol, 2 
BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITIER 


Royal Victoria Hospital. Shelley Road, Boscombe, 
Bournemouth (494 beds) 
Applications are invited for the immediate ap- 


pointment 
SENTOR HOUSE OFFICER (Resident) 
(Orthopaedics and Casualty combined) 


The post is i nved tor the FRCS examina- 
tion and is normally tenab for twelve months 
Applications to the Deputy Hospital Secretary at 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the following 
appointment 

SENIOR HOUSE OFFICER (Non-resident) 
Required for the Group Duties mainiy ortho 
pacdic at the Caernarvon and Anglesey Gencral 
Hospital, Bangor, also at Eryri Hospital, Cacrnar- 
von, and in peripheral hospitals The post offers 


excellent experience in orthopaedic and traumatx 
survcry Salary €745 per annum Applications 
Stating ag experience and nationality. togcther 
with the nam ind addresses of two referecs, to 
t semt immediately to the Group Secretary, Plas 
Gwyn, Firiddoedd Road. Bangor (8261) 


in 
Hot SE OFFICER bihalmology) 

st hic is mow vacant, is recognized for 
the DO examination and also for the Fellowship 
ia Ophthalmology Applications, stating full details 
of qualifications and expericn giving two names 
for referen should be addressed to the Hospital 
Secretary (7296) 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Fre Hospital 


pri inv ted f 
St N10R “HOt SE OFFIC FR'S Post 
Salary £745 per annum, less 
residentia| emoluments Application forms may 
be obtained from the undersigned --H Ro North 
Genera! S tendent (9912) 


UNITED OXFORD HOSPITALS 


Application nvited f post of traince resident 
st ot SE OFFIC ER 


to Oxford | f 2 ds) with effect from 
March 1. 1956 Th ak candidate will if 
found sitabic, be appointed resicent Senior Howse 


Officer for six months from October 1, 1956, at 
the Royal Berkshir Hosp.ta Ophthalmic Dept) 
and a further six months as Senior Resident Officer 


at Oxford Fve Hospital at a salary of £850 per 
annum. Applicants must have had previous exper 

ence in ophthalmology The post is recognized for 
the F examination in ohtha!l mics Appli- 


cations, stating aec, qualifications and experience 
toecther with the names of two referees, t Admin 

strator, Radcliffe Infirmary, Oxford, by Februar’ 
6 1956 (849) 


GLASGOW EVE (INFIRMARY 
RESIDENT HOUSE OFFICER 


required immediately Appointment is for six 
month< and qualifies for pre-registration period in 
surgery Salary scale £425 to £525 per annum 


Applications to Medical Superintendent, Glasgow 
Eye Infirmary, 174, Berkeley Strect. Glasgow, C3 
(Pr. 7908) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 
Preston Royal 1 firmary (400 beds) 

Applications are invi or the post of 


SENIOR HOUSE OFFICER in Orthopaedics 
Post recognized for F.R.C.S Vacant March 1 


1956 Applications, with names of two referces 
to be forwarded to the Group Secretary, Royal In 
firmary, Preston 7785) 


ROYAL CORNWALL INFIRMARY, Truro 
(212 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
te the Orthopaedic Department 
Applications. giving full details regarding age 
nationality qualifications and experience. together 


with copies of two recent references, to be ad- 
dressed to the Hospital Secretary, Royal Cornwa!! 
Infirmary. Truro (7883) 


ROYAL LANCASTER INFIRMARY (230 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Orthopaedics) 

The post is recognized for F.R.C.S. and the 
successful applicant will work with an Orthopaedic 
and Traumatic Specialist Unit. Applications, with 
names of two referees. to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lan- 
(7915) 


SOUL THAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


CASUALTY OFFICER /SENIOR HOUSE 
OFFICER (Orthopaedic) 

Required for the above hospital -(Orthopacdic 
Unit 74 beds) in February This hospital is the 
centre to which all trauma from a large industria! 
town and port is directed, thus providing excellent 
experience in the treatment of traumatic condi 
tions Applications. with copies of testimonials 
to be submitted as soon as possible to the Secre 
tary. Southampton Group Hospital Managemen’ 
Committee, Buliar Street, Southampton. 


Jan. 28, 1956 


| TEES-SIDE HOSPITAL MA™SAGEMENT 
COMMITTEE 


| General Hospital (303 beds), Ayresome Green 
Lane, Middlesbrough 


Applications are imvited for the appointment of 
SENIOR HOUSE OFFICER (Orthopaedics) 
The appointment is recognized for the F.R.C.S 
cxamination and w include some dutics im the 
Casualty Department, which is under the super- 
vision of a full-time Senior Casualty Officer Ap 
plications, stating aec. qualifications and experi- 
ence together with the names of two referecs, 
should be addressed to the Hospital Secretary. (7800) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, London, N.21 


HOUSE SURGEON 

Required, dutics mainly orthopaedic with some 
T., casualty and emergency gencral sureery 
New operating theatre, out-patient and casualty de- 
partments Preference given to applicants secking 
pre-registration post under Medical Act. 1950 Ap- 
plications with copies of three testimontals to 
Hospital Secretary (Pr.7962) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


Applications from pre-registration candi- 
dates for the post of 
RESIDENT HOUSF SURGEON 
in the Department of Orthopaedic Surgery 
Applications, stating age. qualifications “tc to- 
ecther with copies of two recen testimonials 
should be sent to the Hospital Secretary Pr 6000) 


BLACK NOTLEY HOSPITAL, Braintree, Essex 
(528 beds) 


Applications invited for post of 
HOUSE OFFICER (Orthopaedic Serzery) 
First. second. third or pre-registration post, tenable 
for six months Recognized for F. RCS Appli 
cations with comes of three tcstimomals, to Group 
Secretary. Colchester H.M ¢ 14, Pope's Lane, 
Colchester, Essex (Pr.8272) 


CHERISEY. SURREY, ST. PETER’S HOSPITAL 
(Late Botley’s Park War Hospital) (44 beds: 


ORTHOP AE Dic HOUSE = RGEON 


required from February 1. 1956. SHO. or HO 
(Intern) grade Post recoenized fx FRCS. and 
pre-registration service Preterence given to pro- 
visonally registered candidates Salary :n accord- 
an with terms ard conditions of National Health 
Service Applications, toecther with names and 


nddresses of referees to be sent to the Physician 
Superintendent, St. Peter's Hospital, as soon as 
possible (Pr.6°62) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


HOUSE OFFICER, Orthopaedics 
Required Recognized pre-registration Vacant 


now Applications with ‘Py testimonials to 
Group Secretary, Hospital| Management Committee 
Princes Road. Stoke-on-Trent (Pr.7851) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 
Orthopaedic Department (104 beds) 
HOUSE OFFIC ER (Pre-ree stration) 

Vacant now Applications, stating age, expcri- 
ence and qualifications vether with names of 
two referees, should be forwarded as soon as pos- 
sible to L. C. Rogers, 35, Grove Road South, South- 
sea (Pr.6459) 


ROYAL SOUTH HANTS HOSPITAL (278 beds) 


ORTHOPAEDIC HOUSE SURGEON 

Required Post recognized for pre-registration 
service and tenable for six months The hospital 
is the centre to which all trauma from a laree 
ndustrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic 
conditions Patients with orthopacdic conditions 
are also drawn from a wide area Applications 
with copies of testimonials, should be sent as soon 
as possible to the Group Secretary, Southampton 
Group Hospital Management Committee Bullar 
Street, Southampton (Pr_6849) 


TILBURY AND SOUTH-EAST ESSEX 
HOSPITAL MANAGEMENT COMMITTEE 


St. Andrews Hospital. BMericay, Essex 


Applications are invited for the post « 
Resident ORTHOPAEDIC HOUSE wv RGEON 
at the above Hospital The post is recognized 
under the Medical Act for Pre-registration purposes 
and suitable candidates are invited to apply The 
post which is vacant immediately is recognized for 
the F.R.C.S. and is for six months in the first in- 
stance Applications, together with copics of three 
recemt testimonials, should be forwarded to the 
undersigned.—-G. F. Whyte. Group Secretary. 


Thurrock Hospital, Grays, Essex (Pr.8128) 


JAN. 28, 1956 


PAEDIATRICS 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, Londoa, W.C.1 


There wil be a vacancy for 
WHOLE-TIME ASSIST ANT MEDICAL 
REGISTRAR (Reeistrar grade) 
in March, 1956. Further uculars and form of 
application, which must be returned not later than 
February 13. 1956. may be obtained trom the 
underugned.—H F. Rutherford. House Governor 
and Scoretary 961) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


St. David's Hospital, Bangor (Specialist Hospital for 
omen and Children) 


App ‘cations are invited for the post of 
RESIDENT PAEDIATRIC OFFICER 
(Senior House Officer grade) 

Preicrence will be given to candidates with pre- 
vious experience in neonatal and premature infant 
care The paediatric unit is recognized for the 
DCH Salary according to scale Applications 
Stating age. qualifications and experience, together 
with the names and addresses of two referees, 
should be forwarded within ten days of the appear- 
ance of this advertisement to the Group Secretary 
Plas Gwyn, Firiddoedd Road, Bangor (8262) 


CHILDREN’S HOSPITAL, Sydenham, 


HOUSE OFFICER (Medicine and Surgery) 


Required March 1 Recognized for D.CH 
Apply. naming two referees, to Administrative 
Officer by February 1 (8039) 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER (Paediatrics) 
Required at Ashton-under-Lyne General Hospital 
(36 paediatric beds) Recognized for D.C.H 
Vacant mid-March Applications (with copies of 
two testimonials) to Group Secretary, Ashton-under 
Lyne General Hospital. Ashton-under-Lyne. (7852) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEF 


Bolton District General Hospital (604 beds) 


RESIDENT HOUSE PHYSICIAN 
Department of Pacdiatrics Not avaiiable 
candidates Tenable for six 


for the 
to pre-registration 


months Hospital recoenized for D.C.H Appii- 
cations, with the names of two referees, to Group 
Secretary, The Royal Infirmary, Bolton. (8165) 


HASTINGS—ST. HELEN'S HOSPITAL (493 beds) 


HOUSE PHYSICIAN 
Resident required, for Paediatrics and General 
Medical Post vacant now National scales of 
salary Apply to Hopital Administrator (8179) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Western General Hospital 
Recognized for D.C.H. 
HOUSE OFFICER, RESIDENT 

Required mid-March for Pacdiatric Dept. (48 
beds including new cubicalised ward) in con‘unc- 
tion with Victoria Hospital for Sick Children. The 
holder will spend three months at cach Hospital 
under full time consultants Ministry scales and 
conditions Applications to the Hospital Sceretary 
(8166) 


MANAGEMENT 


BIRKENHEAD HOSPITAL 
COMMITTEE 


Children’s Hospital, Birkenhead (64 beds) 
St. Catherine’s Hospital, Birkenhead (476 beds) 


PAEDIATRIC HOUSE PHYSICIAN 

Required from March 1 for six months at both 
hospitals. Posts open to pre-registered practitioners 
and approved for D.C.H. examination Apply. 
Stating age, qualifications, experience, with copics 
two recent testimonials, to Secretary above Com- 
mittee. St. James’ Hospital, Tollemache Road, 
Birkenhead (Pr.8044) 


HILLINGDON HOSPITAL, Nr. 2 xbridge, Middx. 
(General, 629 629 beds 

PAEDIATRIC yous SE 
Resident, reauired Duties include experience in 
General Children’s Medical Wards, Neonatal Unit 
and Pacdiatric Out-patient Clinics. Posi recognized 
for D.C.H. and vacant carly March, Pre-registration 
House Officers may also apply Applications, stat- 
ing age. qualifications. nationality and experience 
with copies of not more than three recent test 

monials 2 


to Medica} Director by February 2 
(Pr.7843) 


LEICESTER GENERAL HOSPITAL 
Applications are invited for the pre-registration 
post of 

PAEDIATRIC HOUSE PHYSICIAN 
vacant April 1. Recognized for the D.C.H. Appli- 
cations, stating age and qualifications, together with 
conics of recent testimonials, to the Group Secre- 
tary. No. 1 Hospital Management Committce, The 
Leicester Royal Infirmary, by February 8 (Pr.8130) 


BRITISH MEDICAL JOURNAL 
STOKE-ON-TRENT, CITY GENERAL 
HOSPITAL 


HOUSE OFFICER (Paediatrics) 
Required. Post vacant February 14. Pre-regis 
tration. Hospital recognized tor D.C.H. Detailed 
applications, with copy testimonials, to Secretary 
H.M.C., Princes Road, Stoke-on-Trent. (Pr.7844 


PATHOLOGY 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Rotherham Clinical Laboratory, Moorgate General 
Hospital, Rotherham 


WHOLE-TIME RESIDENT OR NON-RESIDENT 
REGISTRAR (PATHOLOGY) 

Required with duties at associated clinical labora 
tories within the area of the Rotherham & Mex- 
borough Hospital Management Committee Post 
becomes vacant 8th April Appointment for onc 
year in first instance Apply to Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Sheffield, by 6th February, giving age, nationality 
qualifications, present and previous appointments 
with dates, naming 3 referees (8168) 


STOKE-ON-TRENT, CITY GENERAL HOSPITAL 
(845 Beds) 


REGISTRAR IN PATHOLOGY 


Resident, recognized for Dip. Path Experience 
available in all branches of Clinical Pathology. Ap- 
plication forms from H.M.C. Secretary, Princes 


Road, Stoke-on-Trent. to be returned before 13th 
February, 1956 Candidates may visit hospital 
(8169) 


THE MANCHESTER REGIONAL HOSPITAL 
BOARD 


Invites applications tor the post of 
REGISTRAR IN PATHOLOGY 
The duties will be with the Stockport and Buxton 
Hospital Management Committee, and the success- 
ful candidate will work under the direction of the 
Consultant Group Pathologist Applications, stat 
ing age, experience, and qualifications, together 
with copies of two testimonials, to be addressed 
to the Group Secretary, Stockport and Buxton Hos- 
pital Management Committec, 59b, Shaw Heath, 
Stockport, Cheshire (7924) 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston Road, N.W.1 
(Royal Free Hospital Group) 


APPOINTMENT OF RESIDENT PATHOLOGIST 

Applications are invited from registered women 
medical practitioners for the post of Resident 
Pathologist Salary in accordance with Ministry 
of Health scale for Sen’or House Officers The 
appointment is for six months in the first instance 
Duties to commence April 1, 1956 Applications 


with copies of three recent testimonials, should 
be sent to the Secretary. Elizabeth Garrett Ander 
son Hospital, by February 8, 1956 (8254) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited from registered medical 

practitioners for the post of 
RESIDENT PATHOLOGIST 

at St. Martin's Hospital. The Officer's duties are 
mainly in the Area Blood Bank at that hospital 
with duties at the Regional Blood Bank, Bristo! 
and at the Bath Central Laboratory. The post is 
graded Senior House Officer and will be vacant 
approximate!y 26th March, 1956 Applications, 
Stating age, qualifications and experience with names 
of three referees, should be forwarded to the Group 
Secretary, Manor Hospital, Combe Park, Bath, by 
the &th February, 1956 (8167) 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHOLOGIST 
(Senior House Officer Grade) 
required in Area Laboratory with attendance at 


Branch Laboratory, Drifficld Offers cxpericnce 
all branches of Pathology. Salary £745. Detailed 
applications to Group Secretary (8131) 


BRISTOL--SOLTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Southmead Hospital (571 beds, in- 

cluding 133 maternity) 
RESIDENT SENIOR HOUSE OFFICER 
(Pathology) 

General experience in clinical pathology, including 
blood transfusion duties, for 12 months commenc 
ing February 1, 1956. (There is a possibility of 
a further year’s appointment with basic training in 
morbid anatomy.) Applications to be submitted 
to the Group Secretary, Southmead Hospital 
Bristol (8230) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
vacant April 1. Applications, stating age, qualifi- 
together with copies of 


cations and experience 

recent testimonials. to the Group Secretary, No. 1 
Hospital Management Committee, The Leicester 
Royal Infirmary, by February 8 (8132) 
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SOLTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Withington Hospital, Manchester, 20 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer grade) 
which will be vacant March 12, 1956 Previous 
expericace in pathology not essential, the post 
aflording opportunities for gaining experience in all 
branches of clinical pathology Applications, stat- 
ing age, qualifications, present post. experience and 
names of two referees, to be forwarded imme- 
diately to the Group Secretary, Withington Hos- 


pital, Manchester, 20 (3310) 
PLASTIC SURGERY 
WINDSOR GROUP OF HOSPITALS 
SENTOR HOL SE OFFICER 
Required for plastic surgery based on King 
Edward VII Hospital, Windsor. Post vacant April 


1. Duties include care of hand injuries and acci- 
dents requiring plastic surgery. Plastic and accident 
service are closely associated and successtul candi- 
date will be given opportunity of gaining ecxperi- 
ence in general trauma. Applications, stating age, 
nationality, qualifications (with dates), and cxperi- 
ence, with copies of three testimonials, to Hospital 


Secretary by February § (781) 

PSYCHIATRY 

INSTITUTE OF CHILD LID. 
6, Villas, wl 


Applications invited for 
CONSULTANT C HILD PSYCHIATRIST 
two sessions weekly for clinical work and post- 
graduate teaching. Candidates must hold DPM 


and have experience of child guidance work Apply, 
with names of two referees, to the Secretary. 
(N_HLS. salary scale.) (8279) 


SOLTH-WEST METRO K 
HOSPITAL BOARD 
Requires whole-time. resident 
MEDICAL DIRECTOR AND CONSULTANT 
PSYCHIATRIST 
at Roffey Park Rehabilitation Centre, Horsham, 
Sussex, a neurosis centre with 120 beds and a turn- 
over of 800 cases per year. Candidates should 
possess D.P.M. and preferably a higher medical 
qualification and should have had wide experience 
in psychiatry and in modern methods of treatment. 
Experience of social and or industrial psychiatry 
would be an advantage. Flat within hospital build- 
ing at moderate rental. Applications (five copies), 
giving date of birth, qualifications, experience. three 
referees, to Seeretary (S.i), SW. Met. R.HB., 
lia, Portland Place, W.1, by February 24, 1956. 
Applicants may visit Centre by local arréngement. 
(8192) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment 

WHOLE-TIME ASSISTANT PSYCHIATRIST 
for duties mainly at the Lansdowne Clinic, 4, Royal 
Crescemt, Glasgow, C.3 (including attendance at 
one or two evening sessions weckly) The duties 
also include up to five sessions weekly at Glasgow 
Royal Mental Hospital. Salary (at age 32 and 
over) on the scale £1,500 by £50 to £1,950 Ap 
plications (16 copies), stating date of birth, quali- 
fications, experience, present appointment, and the 
names of three referees, to reach the Sccretary, 
Western Regional Hospital Board, 64, West Regent 


Street, Glasgow, not later than 30 days after the 
publication of this advertisement This appoint- 
ment is subject to the National Health Service 
(Scotiand) (Superannuation) Regulations 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD AND BOARD OF 
GOVERNORS OF ST. BARTHOLOMEW'S 
HOSPITAL, B.C 


SENIOR REGISTRAR IN PSYCHIATRY 


Required under Joint Training Scheme Ap 
pointment to commence April 3 at Waricy Hos- 
pital, Brentwood, Essex (Resident or non-resi- 


dent House available for married candidate.) 
Duties will include attendance at Out-patient C inics. 
Subsequent period of service at St. Bartholomew's 
Hospital and associated Psychiatric Units Appoim- 
ment subject to annual review. Application forms 
from Secretary, N.E. Metropolitan Regional Hos- 
pital Board. tla, Portland Place, W.!. to be 
returned by February 11 (8305) 


1 NGHAM, ALL SAINTS’ HOSPITAL 
(1,385 Beds) 


WHOLE-TIME SENIOR REGISTRAR IN 
CHIATRY 


Psy 
Candidates should be actively interested in re- 
search. Required to reside in hospital when on 
duty Marricd accommodation available Suc- 


cessful candidate may subsequentiy be required to 
spend not more than two years in a selected hos 
pital of the United Birmingham Hospitals in ac- 
cordance with the arrangements for the inter-change 
of Senior Registrars agreed by the two Boards. 
Application forms from Secretary, R.HB 10, 
Augustus Road. Birmingham 15, to be returned 
before 13th February. Candidates may visit Hos- 
pital. (8170) 
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Psy chiatry —contd. 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCTES IN PSYCHIATRY 


(1) Clifton Hospital, York (1,100 beds) Resident 
Non-resident 
(2) Menston Hospital, near Leeds (2.500 beds) 
Resident 
()) Meanwood Park (Mental Deficiency) Hospital 
Leeds (700 beds) Accommodation available 
for sing person 
If desired facilities for attendance at the Leeds 


University will be provided if the successful 
candidates are studying for the D.P.M 
Applications stating age, qualifications and details 
f present and previous appointments with dates 
ecther with the names and addresses of three 
ferces. to the Sccretary, Joint Registrars Com 
rai the Park Parade, Harrogate, by the 9th Febru- 
ary, 19%¢ (S171) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Oldham aad District General Hospital (965 beds) 
Applications are invited for the resident of non- 
lent post of 
REGISTRAR 
d tor the 
car f the Psychiatric 


(Whote-time) in Psychiatry 
DPM The duties cover the 
Wards (228 beds) and the 


Out-patent Department The Unit is a very active 
one “) yearly admissions and 1.500 out-patient 
attendances), and is in close proximity to the Man 
hester University Applications. with names and 


referees hould be torwarded 

Oldham and District Hospital 

Central Offices, Rochda 
(7906) 


add ses of two 
the Group Secretary 
Management Committee 
Road, Oldham 


PARKSIDE HOSPITAL MANAGEMENT 
COMMITTEE 
(Manchester Regional Board) 


RESIDENT REGISTRAR IN PSYCHIATRY 
yuired at Parkside Mental Hospital, Maccics- 


ficid Cheshire Married accommodation avaiable 
Applications to be made to the Medical Superin 
tendent, accompanied by two recent testimonials 

(8103) 


RUBERY HILL HOSPITAL (950 beds) 


Applications invited for post of 
REGISTRAR (Male or female) 
(Residemt or non-resident) Valuable experience 
provided in the investigation, diagnosis and treat 
ment of all forms of psychiatric illness Ministry 


of Health terms and conditions of service Appli- 
cations, stating name, age, nationality, qualifications 
experience and providing the names f three 
referees, to be sent as soon as possible to the 
Group Secretary, Offices of the Group Hospital 
Management Committee, Rubery Hill Hospita 

Birmingham (8133) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR REGISTRAR 


in Psychiatry 

Required for Middicwood Hospital, Shefficid 
(2 098 beds) D P.M. essential House available 
Appointment for one year in the first instance 
reviewable annually. Opportunity for research and 
experience in the special branches of psychiatry 
availabie in the hospital area Application forms 
and further details obtainable from Senior Admini 


strative Medical Officer. Sheffie'd Regional Hospita 
Board, Old Fulwood Road, Sheflicid Forms to 
be returned by February 6 (7856 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Saxondale Hospital, Radcliffe-on-Trent, Nr. Notting- 
bam (930 Beds). — a for D.P.M. Examina- 
thon. 


WHOLE-TIME REGISTRAR IN PSYCHIATRY 


required Single accommodation available Ap- 
pointment for one year tn first instance Apply to 
Secretary, Shefficld Regional Hospital! Board, Old 


Fulwood Road, Shefficid, by 6th February, giving 
avec, nationality, qualifications, present and previous 
appointments with dates, naming 3 referees. (8172) 


THE UNITED SHEFFIELD HOSPITALS 


REGISTRAR IN PSYCHIATRY 

Required, to work under the newly appointed 
Consultant Psychiatrist and Professor of Psychiatry 
The new department is opening with a small in 
patient unit of cieht beds at the Rova! (Infirmary 
prior to further expansion in t near future by 
the addition of a larger self-contained unit specially 
adapted for the purpose. There will be oppor- 
tunities for postgraduate training and research. Ap- 
ymmence July 1. Applications, stat- 
qualifications and experience, with the 
should be semt sot later 
1956, to the Chief Administra 
The United Sheffield Hospitals, West 
Sheffield, 1, from whom further particulars 
obtained (8265) 


porntment to 
ing age, 
names of three referees, 
than Pebruary 25 
tive Officer 
Sereet. 
may be 
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BARNSLEY HALL HOSPITAL FOR MENTAL 
AND NERVOUS DISEASES 
Bromsgrove, Worcs (750 beds) 

Applications are invited for the post of 
JUNTOR HOSPITAL MEDICAL OFFICER 
Excellent opportunitics for a young man to study 
in a modern mental hospital, modern treatments 
and up to date psychiatry. Residential quarters 
available for a single man Remuneration will 
be in accordance with the terms and conditions 
of service issued by the Ministry of Health. Appli- 
stating age and experience, together with 
the names of three referees, to the Medical 
Superintendent (8134) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 
Fairfield General Hospital 
Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Psychiatry) 
The appointment is for one year in the first in- 
stance, subject to renewal annually. Facilities will 
be granted to take the D.P.M. in Manchester 
Applications, with ful, details of age. qualifications 
and experience, together with names of two referees 
should be submitted to Wilkinson, 
tary. Bury General Hospital, Bury 8047) 


CHESTERFIELD, WHITTINGTON HALL (372 
female mentally deficient patients), 
SCARSDALE HOSPITAL, Chesterfield 


WHOLE-TIME Jt NOR HOSPITAL MEDICAL 
OFFICER 


cations 


Required Salary scale £775 by £50 to £1,075 per 
annum. Residential accommodation available for 
married officer at Dronfield Hospital. Apply, giv- 


ing names of two referees, to M. H. Boone, Secre- 
tary, at Chesterfield Royal Hospital (8104) 


GROUP NO. 52 HOSPITAL MANAGEMENT 
COMMITTEE 


St. Ana's Hospital, Canford Cllffs, Bournemouth 


(Neurosis Hospital) 
WHOLE-TIME JUNIOR HOSPITAL MEDICAL 
OFFICER 


required St. Ann's is a 68 bedded hospital for 
the treatment of psychiatric patients without legal 


formalities A small flat suitable for 1 or 2 
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candidates working for it would be considered. The 
post is recognized for the D.M.R.I Forms of 
application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Com- 
mittee, 35. Grove Road South, Southsea, which 
should be returned to him, duly compieted, on or 
before the 6th February. 1956 Candidates mav 
visit the above Group by arrangement with the 
Group Secretary 


THE UNITED LEEDS HOSPITALS 


the General infirmary at Leeds 


REGISTRAR 
Required for the Department of Diagnostic 
Radiviogy. The post is open to candidates with 
or without D.M.R.(D.) qualification Terms and 
conditions of service for hospital medical staff 
apply Applications, giving details of agc. quali- 
fications, previous posts (with dates), and three 
names for reference, should be sent to the Sub- 
Dean. School of Medicine, Leeds, 2, by February 
9, 1956 (R313 
THE UNITED SHEFFIELD HOSPITALS 
REGISTRAR to the DEPARTMENT OF 
RADIOLOGY 
required at the Royal Infirmary /Royal Hospital 
Units Applications, with the names of three 
referees, to be sent immediately to the Chief Ad- 
ministrative Officer, The United Shefficid Hospitals, 
West Street. Sheffield, 1 (8266) 


RADIOTHERAPY 
CAMBRIDGE, ADDENBROOKE’S HOSPITAL 


NON-RESIDENT R. Tic 
RE EGISTRA 

Apply with full particulars 

referees to Secretary by 20th February 


THE UNITED LEEDS HOSPITALS 
The General tafemary at Leeds 
RESIDENT RADIOTHERAPY OFFICER 


Senior House Officer status) 
Required for an initial period of six months from 


4 names of three 
(8175) 


April !. The post is renewable for a further six 
months training facilities availabic 
Conditions of service for hospital medical staff 


persons is available if desired. Appointment will apply. Applications, stating age, qualifications, pre- 

be for 3 years in the first instance Forms of vious posts (with dates), and three names for 

application cam be obtained from the Group Secre- | reference, should be sent to the Secretary to the 

tary, Holloway Sanatorium, Virginia Water, Surrey Board by February 13, 1956 (8414) 
(817 

LIVERPOOL (near), MOSS SIDE HOSPITAL SURGERY 

Magholl (500 beds) for meatal defectives exhibiting 
conduct disorders NEW END HOSPITAL 
Hampstead, N.W.3 
JUNIOR HOSPITAL MEDICAL OFFICER or 
EGISTRAR REGISTRAR (General Surgery) 

Hospital recognized for D.P.M. training. Facili- required for busy Surgical Unit of approximately 
ties for study at Liverpool University. House or 90 beds Experience of Ttaumatic Surgery and 
quarters available Applications, naming three Orthopaedics desirable. Hospital may be visited 
referees. to Medical Superintendent by February by direct appointment. Application forms obtainah 
18, 1956. Candidates may visit hospital by appoint from and returnable to the Group Secretary, 46 
ment (8277) Cholmeiey Park, N.6, by 7th February. 1956 (8176 

BIRMINGHAM, ST. CHAD’S HOSPITAL 
RADIOLOGY RESIDENT SURGICAL REGISTRAR 
$0 genera! surgical beds. Recogmsed for F.R.CS 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the whole-time ap- 
pointment of 
CONSULTANT in Radiodiagnosis 

for duty in the Edinburgh Northern Group of hos- 
pitals, vacant on April 1, 1956 The group in- 
cludes general hospitals and also the main Re- 
gional Radiotherapy Unit A radiological service 
is also provided for the Royal Victoria Group of 
hospitals Applications. giving particulars of age. 
qualifications and previous experience, together with 
the names of three referees, should be submitted 
to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh Gardens, Edin- 
burgh, 3, by February 25, 1956 (8323) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


RADIOLOGICAL REGISTRAR 

West Suffolk Group of hospitals. Main hospital 
West Suffolk General, Bury St. Edmunds (28* 
beds). Successful applicant will work directly under 
the Consultant Radiologist Appointment for one 
year, renewable for second year. Applications 
stating age. experience, and names of three referees 
to Secretary of Board, 117. Chesterton Road, Cam- 
bridge, by February 6. 1956. Candidates invited 
to visit hospital by direct arrangement with H.M.C 
Secretary at the hospital (7856) 


SOUTH-WEST ME Sg REGIONAL 
HOSPITAL BOAR 


Portsmouth Group Hospital \ Management Commitice 


Applications are invited for the following post. 
vacant now 
RADIOLOGICAL REGISTRAR (DIAGNOSTIC) 
to the Portsmouth Group of Hospitals. A Diploma 
in Diagnostic Radiology would be an advantage but 


Higher qualification an advantage. Limited married 
accommodation. Application forms from Secretary. 
Dudiey Road Hospital, Birmingham, 18, to be 
returned before 13th February, 1956. Candidates 
may Vi visit Hospital (8183) 


CHICHESTER, St. HOSPITAL 
(400 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Registrar status) 

March, 1956, for one year in first 


vacamt early 
Forms 


instance. Hospital recognized for F.R.CS 
of application — Group Secretary. 174, Broyle 
Road. Chiches (7788) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCIES IN GENERAL 
SURGERY 
(1) Hospitals in the York (A) Group (122 generat 
surgical beds). Non-resident If desired the 
duties may be altered to include a proportion 
of orthopaedic surgery. Recognized for F.R.C S 
May include some duties in the Casualty De- 
partment 
Clayton 
gical beds) 


Hospital, Wakefield (75 general sur- 
Duties are those of R.'S.O. Mar- 
ried Quarters available Recognized for 
FRCS May include some duties in the 
Casualty Department 


Q 


(3) Huddersfield Group (100 genera! surgical beds) 
Residentia! accommodation available. Duties 
mainly at Huddersfield Royal Infirmary. Recoe- 


nized for F.R.C.S May include some dutics 
in the Casualty Department. 

Applications stating age, qualifications and dctails 
of present and previous appointments with dates, 
together with the names and addresses of three 
referees. to the Secretary. Joint Registrars Com- 
mittee, Park Parade, Harrogate, by the 9th Febru- 
ary, 1956 (8177) 
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Surgery —contd. 


MAIDENHEAD HOSPITAL 
St. Luke's Road, Maidenbead 


RESIDENT SURGICAL REGISTRAR 
Required Hospital! may be visited by direct 
appointment Application forms from, and return- 
able t Secretary, Windsor Group H.M.C.. Alma 
Road, Windsor, by February 11 (8135) 


MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester Hospital Management Comittee 


The Board invite applications from 

wactitioners for the post of 
RESIDENT SURGICAL OFFICER 
(Registrar grade) 

' the Withington Hospital. Candidates must bold 
the F.R.C.S. Applications, with full details, to 
torwarded to the Group Secretary, Withington 
Manchester, 20, immediately (7938) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF REGISTRAR 

Applications are invited for a wholc-time post as 
Ree.strar in General Surgery at hospitals managed 
by the North Armagh Hospital Management Com- 
mittéc. The terms and conditions will be in accord- 
ance with the application of the Spens Report to 
Northern Ircland Applications to be made on a 
form obtainable (with further particulars) from the 
Secretary, Northern Ireland Hospitals Authority, 
44-46, Queen Street, Belfast, and to be returned 
not later than February 11, 1956 (8274) 


OXFORD REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN GENERAL SURGERY 

Non-resident, to the hospitals of the Aylesbury 
area Applicants must hold an F.R.C.S. or M.S 
diploma A scheme for providing experience in 
the tcaching hospital at Oxford is available _ if 


registered 


be 
Hospital 


SUNDERLAND AREA HOSPITAL 
MANAGEMENT COMMITTEE 
Team No. 3—82 Surgical Beds 


Applications are invited for the appoiniment of 
JUNIOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER 


according to experience, at Rybope General Hos- 


Dital This appointment also includes out-patient 
experience at the Royal Infirmary and the Child- 
ren’s Hospital Sunderland The post, which is 


F.R.C.S. examination, is vacant 
on March I1, 1956 Apply immediately, naming 
two referees, to the Hospital Secretary, Leeholme 
Hospital, Easington, Co. Durham (8259) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 


North Lonsdale Hospital 


recognized for the 


Applications are invited for a post of 
SENIOR HOUSE OFFICER (Surgical) 
at the North Lonsdale Hospital, Barrow-in-Furness ; 
post recognized for F.R.C.S Nationa! conditions 
and salary scaic Applications to Group Secretary, 
S2. Paradise Street, Barrow-in-Furness (7905) 


MID-WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Aberystwyth General Hospital 


Applications are invited for the post of 
SENTOR HOUSE OFFICER 
at the above hospital. Post recognized for F.R.C.S 
Vacant on January 31, 1956. The post is resident 
Applications stating age, nationality. qualifications 
and experience, accompanied by copies of two re- 


cent testimonials, should be sent to the Group 
Secretary, “ Orlandon,” 31, North Parade, Aber- 
ystwyth, within 14 days from the publication of 


this advertisement (6815) 


mutually agreed Applications, on forms ob 

from the Secretary, Registrar Committee, 43, Bees 
bury Road, Oxford, should reach him by February 
Im. 1956 (RITE) 


ROMFORD, ESSEX, VICTORIA HOSPITAL 


SURGICAL REGISTRAR (Resident) 
Appointment subject to review after one year 
Application forms from Secretary, N.E. Metropoli- 
tan Regional Hospital Board, tla, Portland Place, 
Wl. to be returned by February 11. (8306) 


SHEFFIELD REGION AL HOSPITAL BOARD 
General Hospital, Boston (80 Beds) 


WHOLE.-TIME RESIDE NT REGISTRAR 
(General Surgery and E.N.T.) 

cequired with relief duties in the Casualty Depart- 
ment. Appointment for one year in first instance 
Apply to Sccretary., Shefficld Regional Hospital 
Board, Old Fulwood Road, Shefficld, by February 
©, giving age, nationality, qualifications, present and 
previous appointments with dates, naming 3 referees 

(8179) 


UNIVERSITY OF OXFORD 
UNITED OXFORD HOSPITALS 


SENIOR REGISTRAR in General Surgery 
to the Radcliffe Infirmary Non-Resident Appli- 
cants must hold an F.R.C.S. or M.S. diploma A 
scheme for providing experience in a non-teaching 
hospital of the Oxford Regional Hospital Board 
s available if mutually agreed Applications, on 
torms obtainable from the Secretary. Regiswar Com- 


mittee, 43, Banbury Road, Oxiord, should reach 
him by February 16, 1956 (8180) 
LIVERPOOL, 18, MOSSLEY HILL HOSPITAL 
(148 beds) 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Surgical) 


Required immediateiy at above War Pensioners’ 


Hospital. National Health Service terms and con- 
ditions Forms of application may be obtained 
from the Medica] Superintendent (8278) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 
Preston Hospital (361 beds) 
RESIDENT SURGICAL OFFICER 
Required for general surgical duties J.HM.O. 
r S.H.O. erade, according to experience. Appli- 
cations, with names of two referees, to Group 
Secretary, Preston Hospital, North Shields. (8108) 


ROYAL HALIFAX INFIRMARY 


SENIOR HOUSE OFFICER 
in General Surgery 
Required Applications to be forwarded to the 
Group Sec.. Royal Halifax Infirmary, Halifax. (774s) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial Hospital, | Scunthorpe (262 beds) 


Immediate vacancy for 
RESIDENT HOUSE SURGEON (5.H.0.) 
Applications, naming two referees, to Group Sec 
(8105) 


SEDGEFIELD 
OMMITTE 


Sedgefield General Hos — (336 beds), 
Stockton-on- Tees 


SENIOR HOUSE OFFICER (General Surgery) 
Required immediately. Post recognized in con- 
nexion with F.R.C.S. examinations. Adequate staff 
employed Excellent opportunities for study 
Accommodation available for married couple, if 
desired. Further particulars gladly furnished on 
request Applications to the undersigned as soon 
as possible.—L. Watson, Group Secretary. (7927) 
STOCKPORT INFIRMARY (163 beds), Stockport 
Applications are invited fo for the post of 
SENIOR HOUSE OFFICER 


(Assistant Resident Surgical Officer) 
(General and Orthopaedics) 


vacant March 12, 1956 The post is recognized 
for the F.R.C.S. Applications. stating age, experi- 
ence, and qualifications, together with copies of 


two testimonials, to be addressed to the Secretary 
Stockport and Buxton Hospital Management Com- 
(8005) 


mittee, 59B, Shaw Heath, Stockport. 
TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


THREE HOUSE SURGEONS 

Required for the above hospital One post 
graded as Senior House Officer and two as House 
Officer (pre-registration). Duties will cover all sur- 
gical beds of the hospital, which include 60 acute 
surgical, 20 gynaecological, 50 plastic surgery. Ap- 
plications, stating age, qualifications, together with 
two names for reference, should be addressed to 


the Hospital Secretary. 354) 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 


HOUSE SURGEON 
Required Post vacant March 12, 1956. Recoe- 
nized for F.R.C.S. Applications, with full details 
and copies of two recent testimonials, should 
sent immediately to the Secretary, H.M.C. Forest 
Group, Langethorne Road, E.11 (8109) 


BIRMINGHAM ACCIDENT HOSPITAL 
(215 beds) Birmingham, 15 


RESIDENT HOUSE SURGEON 

Vacant ist March Recognized for : 
Appointment for six months in General Accident 
Service and (at applicant’s request) includes period 
in 32 bedded Burns Unit Apply Administrator 
naming 2 referees (818) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


FRCS 


are invited for 

HOUSE SURGEONS 

at the Caernarvon and Anglescy General Hospital, 
Bangor (recognized for F.R.C.S.) The appoint- 
ments are for a period of six months. Salary and 
conditions of service in accordance with those ap- 
proved by the Ministry of Health. Applications. 
Stating age, qualifications and experience, together 
with the names and addresses of two referecs, to 
be forwarded within ten days of the appeatance 
of this advertisement to the Group Secretary, Pias 
Gwyn. Ffriddoedd Road, Bangor (8263) 


HOVE GENERAL HOSPITAL, Sussex (75 beds) 


RESIDENT HOUSE SURGEON AND 
CASUALTY OFFICER 

Required from February 1, 1956 
nized for F.R.C.S., but not pre-registration Ap- 
plications, stating usual particulars. and naming 
two referees, to the Administrative Officer as soon 
as possible (7716) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church 
large 


Applications 


Post recog- 


Village, 


F.R.C.S., D.C.H., F.F.A., D.Ad 


HOUSE OFFICER (Surgical) 
(to include duties at Porth and District Hospital). 
Applications, stating age, qualifications and experi- 
ence, together with copies of two recent testi- 
monials, to be sent to the Group Secretary, o- 
house Street, Pontypridd. 934) 


ROTHERHAM, DONCASTER GATE HOSPITAL 


(61 ) 
MOORGATE GENERAL HOSPITAL, Rotherham 
(ss beds, 3 38 cots) 


RESIDENT HOUSE SURGEON 
(Casualty, E.N.T. and Eye Departments). Appli- 
cations to the Secretary, Hospital Management Com- 
mittee, Fern Bank,’ Doncaster Road, Rotherham. 

(8136) 


NORTH CAMBRIDGESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


County Hospital, Doddington, March, Cambs 
(116 beds acute) 


Applications are invited for the following posts : 

RESIDENT SENIOR SURGICAL OFFICER 
(Post-Registration) 

RESIDENT SURGICAL HOUSE OFFICER 
(Pre-R: ) 


Recently constructed self-contained flat for married 
couple available for cither post. Whitley Counc! 
salarics and conditions. Applications with copics 
of two testimonials to the Hospital Secretary. (8182) 


PUTNEY HOSPITAL 
Lower Common, London, 8.W.15 


HOUSE SURGEON 
Resident. Vacant February 20, 1956 Open 
to registered practitioners and pre-registration can- 
didates. Apply Hospital Secretary, enclosing copies 
of three recent testimonials, by February : 1956 
(Pr.7789) 


Branches at : 


ALL SURPLUS TO MEDICAL AND 


AGENCY LTD. 


Leeds, 


MEDICAL INSURANCE Hon. Secretary : i. OVISION 
Choirman : Genera Mon Henry LY 

James Fenton. CBE. MD. sTOCK S@., LONDON, TO SUIT ANY 

B.M.A. HOUSE, TAV! Euston 603! CHARITIES su advice 


Edinburgh. 


Independent, 


Birmingham, Bristol, Cardiff, Dublin, 
Newcast 


Surgery —contd. 
AYLESBURY, BUCKS, TINDAL GENERAL 


HOSPITAL 
HOUSE SURGEON 
(Male of female) Pre-registration post. but 
registered practitioners invited to apply The post 


flers wide experience of general surecry with 
erative practice recognized for Vacant 


March 12 The acute surgical unit consist t 9 
beds. No easualty department § Picasc apply witt 
two copies of two testimonia to the Administra 
tive Officer as soon as possible (Pr ~®62) 


BANBURY, OXON. HORTON GENERAL 
HOSPTTAL (163 beds) 


HOUSE St RGEON 
Required February 14 neral surgical and 
avnaccological beds. Pre-r candidate con 


sidered I ther resident i tal recog 
nized for FRCS Activ feical department 
under direction of resident Consultant Apply 
stating ag nationality qualification and nanx 
of two ref to the Secretary (Pr. 7815 


BEDFORD GENERAL HOSPITAL (457 beds) 


Pre-revistr ation HOUSE SURGEON 
appointment offers ex 


general experience in 

Detailed applications 

wth omes of two recent testimonials tf Group 
“Secretary Redford Group Hospital Management 
mmittee. Kimbolton Road. Bedford. (Pr $213 


BLACKPOOL VICTORIA HOSPITAL (348 beds) 


HOUSE OFFICER (Surgical) 


Pr ustration post, recognized for F.R.CS 
Modern we quipped hospital with ex lemt fac 
tes for gaining experience (92 general sureical 
beds) Apoliecation stating age qualifications ex 
perience together with th names and addresses 
of two refer should be sent to the Hospita 
Secretary (Pr 


BRISTOL, COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEEF 


bruary 1. 1956, for 


n 
“Hot SE SURGEONS in General Surgery 


a € ham Memorial Hospital (88 beds) and at 
Frenchay Hospital (413 beds Tenure six months 
Recoenived pre-eeistration posts, but tully regis 
tered practitioners will also be considered Ap 


pointments are recognized for F.R.C.S. examina 
thoms Apply to Group Secretary, Frenchay Hos 
mital. Bristol. quoting qualifications, experience and 
two referees (Pr.7669) 


CAMBRIDGE, ADDENBROOKE'S HOSPITAL 


HOUSE SURGEON 
For six months from March 14 Recognized pre 
roxistration service Apply. stating age. nationality 
qualifications and experience (with dates), and copies 
of three testimonials, to the Secretary by February 
it Interviews February 20 


At «CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal lafirmary 


Applications are invited for the post of 
HOUSE SURGEON (General) 
Recognized tor F.R.C.S. and pre-regisiration ser 
vice Applications, giving full details, together with 
the names and addresses of two referees, should 
be forwarded to the Group Sceretary, *. King’s 
Buildings, Chester (Pr 8289) 


CHESTERFIELD ROYAL HOSPITAL 


HOUSE SURGEON 
Required immediately Post recognized for pre- 
registration service and F.R.C.S. purposes National 
salary and conditions Apply M. H. Boon Sex 
(Pr 7896) 


DERBY, CITY HOSPITAL 


HOUSE SURGEON (pre-resistration) of HOUSE 
OFFICER (Surgical) 
Vacant February 26. The post is recognized for 


the FRCS Apply, stating full details. with 
copies of two recent testimonials, to the Medical 
Superintendent as soon as possib! (Pr 7816) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
Required February 1. Pre-registration post, 
recognized for F.R.C.S. Applications, stating age 
qualifications and experience, with copies of two 
recent testimonials, should be sent as soon as 
possibile to Group Secretary at above address 
(Pr.7897) 


HASTINGS—-ROYVAL EAST SUSSEX HOSPITAL 
(150 beds) 


HOUSE SURGEON 

Required. Pre-registration post, vacant February 
Ss 1956. National scales of salary. Apply to 
Hospital Administrator 


(Pr 8140) 


BRITISH MEDICAL JOURNAL 
GRAVESEND AND NORTH KENT HOSPITAL 
(Four Residents) 


HOUSE SURGEON 
Applications are invited for above resident post 


vacant now The successful applicant will be 
attached to two Consultant Surgeons and will have 
opportunities for extensive surgery and also special 


experience in vascular work Recognized for 
FRCS Approved under pre-registration reguia- 
thom Sa'ary £425 to £4525 per annum Frequent 
tain sery to London Applications, stating age 
qualifications and experience, to Hos 
(Pr 8283) 


Nationa it 
mital Secretary 
GREAT YARMOUTH AND GORLESTON 
GENERAL HOSPITAL 
Dene Side, Great Yarmouth 


HOUSE SURGEON (Mate or female) 
Required The post is a pre-registration post 
ita salary of £425, £475 of £525 per annum. accord 


na to experience, less £125 per annum tor res 

dence Membership of a Medical Deter Society 
is a condition { appointment Applications, stat 
img ag qualifications and cxperence with names 
of two referees, to Hospital Secretary (Pr 


GUILDFORD GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


St. Luke's Hospital, Guildford (3192 beds) 


HOL SE SURGEON (pre-rezisiration) 


The above post, which is recognized tor the 
FRCS. falls vacant March 12, 1956 (with two 
weeks um February 27, 1956, to March 11, 1950) 
Applications with copies of recent testimonials 
should be sent to the Physician Superintendent 


(Pr 


HASTINGS ST. HELEN'S HOSPITAL (493 beds) 


HOUSE SURGEON (Resident) 
Required re-registration post vacant now 
National scales of salary Apply to Hospital Ad- 
ministrator immediately (Pr.8139) 
HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 mi'es from London) 


Applications are invited tor the undermentioned 


HOUSE SURGEON 
General (first, second or third post) To com- 
mence as soon as possible Pre-registration post 
ognized under RCS. regulations Applica- 
tioms to Group Secretary, Hertford Group H.M.C 
Hertiord County Hospital, Hertford, Herts 
(Pr 73145) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal tafirmary (412 beds) 


HOUSE SURGEON (female) 

Required to commence duty immediately. The 
Post bs recognized as a pre-registration appointment 
Salary in accordance with national scales. Appli- 
cations, together with copies of three recent testi- 
moniais, to be addressed to the undersigned as 
soon as possible.-H. J. Johnson, Secretary to the 
Management Committee, The Royal Infirmary 
Huddersfield (Pr.7968) 


HULL GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


Applications are invited for the post of resident 
JUNIOR HOUSE SURGEON 
(Pre- of post-registration) 
Busy acute general surgical unit Vacant now 
Applications, with two recent testimonials (or names 
f two referees), to be sent to Hospital Secretary 


as soon as possible (Pr 7817) 


H AND EAST St HOSPITAL 
Angiesen Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the General Consulting Surgcon The post is 
recognized for pre-registration and for the F.R.C.S 
examinations Applications, with copics a recen! 
testimonials, to Hospital Secretary r.7797) 


KEIGHLEY AND DISTRICT VICTORIA 
HOSPITAL, Keighley, Yorkshire (141 beds) 


TWO RESIDENT HOUSE SURGEONS (either sex) 

General surgery, orthopaedics, car, nose and 
throat, vacant on February 1 general surgery, 
gynaccology, car, nose and throat, vacant on March 
1 Both posts approved pre-registration appoint- 
ments and recognized under F.R.C.S. regulations 
Tenable for six months Applications, with full 
particulars as to age, nationality, qualifications 
etc., and copies of testimonials, to be sent to Group 
Secretary, H.M.C.. 17, St. John’s Hospital, Fell 
Lane, Keighley (Pr. 7818) 
MAIDENHEAD (near), CANADIAN RED CROSS 

MEMORIAL HOSPITAL, Taplow 


HOUSE SURGEON 
Required Pre-registration post Applications 
stating agc. qualifications (with dates), with copies 
of two testimonials, to Hospital Secretary. (Pr.781% 


Jan. 28, 1956 


LEICESTER GENERAL HOSPITAL 


Applications are invited for two pre-registration 

posts of 
HOLSE SURGEON 

vacamt April 1 Applications, stating age, quali 
fications and copics of recent testimonials. to the 
Group Secretary, No. 1 Hospital Management Com 
mittee. The Leicester Roval Infirmary. by Feb- 
ruary 8 (Pr S141) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospita!, Rochester, Kent 
(Recognized for F.R.C.S.) 


HOLSE SURGEON 
Applications are invited tor this pre-registration 
post, vacant now If held by registered practi- 
tioner post will be limited to six months. Salary 
#425 to £5245, according tw experience Applica 
tions, Stating ave. qualifications. nationality and ex- 
perience, 1 Hospital Secretary (Pr.8282) 


NEWPORT, MON, ROYAL GWENT HOSPITAL 
(260 beds, 10 residents) 
PONTYPOOL & DISTRICT HOSPITAL 
Pontypool, Mon. (123 beds, 4 residents) 


TWO HOUSE SURGEONS 
Required sbout February Ist, one at each Hospi 
tal recognised F.K_C.S. and Pre-registration 
Service Write quoting two referees and post prc 
ferred to T A. Jones, Group Sccretary, 64 Cardiff 
Road, Newport. Mon (Pr. 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 


HOUSE OFFICER GENERAL SURGERY 
required Post vacamt early February. Pre-registra 
tion post Hospital recognized for F.R.C.S De 
tailed applications, with copy testimonials. to Group 
Secretary, H.M.C Princes Road, Stoke-on-Trent 

(Pr.7443) 


NORTH-WEST DURHAM HOSPITAL 
MANAGE MENT COMMITTEE 


Shotley General Hospital, Shotley Bridge. 
Co. Durham (557 beds) 


Applications are invited for the following resi 
dent post, which is recognized for pre-registration 
purposes : 

HOUSE SURGEON 
Salary £425 to £525 per annum, according to ex 
perience. Deduction of £125 per annum for board 
lodging. etc. Six months appointment. Post recoe 
nized for F.R.C.S. Applications, stating age, qual: 
fications. experience, and enclosing copics of tw 
recent testimonials, to the Secretary (Pr. 8291) 


NUNEATON, GEORGE FLIOT HOSPITAL 


HOUSE OFFICER IN GENERAL SURGERY 
Vacant February 2. Recognized pre-registration 
and F.R.CS Resident Applications to Hospita! 
Secretary, George Eliot Hospital, Nuneaton 
(Pr.7 868) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital (70 surgical beds) 


HOUSE SURGEON (Pre-registration) 
Vacant February |! Applications, stating are 
experience and qualifications, together with names 
of two referees. should be forwarded as soon as 
possible to L. C. Rogers, 35, Grove Road South 
Southsea (Pr.7214) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospital (130 surgical beds) 


HOUSE SURG EONS a (Pre-registration) 
Vacant now Applications, stating age. experi- 
ence, and qualifications, together with names of 
two referees, should be forwarded as soon as pos- 
sible to L. C. Rogers, 35, Grove Road South, South- 
sea (Pr6471) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 
Preston Royal (400 beds) 


Applications are invited for the post of 
Pre-registration SURGICAL HOUSE OFFICER 
Vacant February 6. 1956. Applications, with names 
of two referees, to be forwarded to the Group 
Secretary, Royal Infirmary, Preston (Pr. 7899) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Sharoe Green Hospital (360 beds) 


Applications are invited for the post o 
PRE-REGISTRATION SURGICAL HOUSE 
OFFICER 


Vacamt March 1, 1956 Applications, with names 
of two referees. to be forwarded to the Group 
Secretary, Royal Infirmary, Preston (Pr.7792) 


| | 


JAN. 28, 1956 


Surgery —contd. 


REDHILL COUNTY HOSPITAL 
Fartswood Commen. Redhill 


HOL se SL “SURGEON 
Pre-registration post with opportunity to pro- 
ceed t Howse Physician after six months. Recog 
nized tor F.R.C.S. Vacant March 5, 1956. Apply 
to the Group Sccretary, Redhili H.M.C., Eariswood 
Mount. Redhill, Surrey (Redhill 3581. Ext. 20.) 
(Pr.&142) 


ROMFORD, ESSEX, RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT HOUSE OFFICER, General Surgery 

Required from February 13, 1956. Post is recor- 
nized for pre-registration purposes and for F.R.C.S 
Applications should be forwarded immediately to 


Med'cal Superintendent, stating also names of two 
refcrees (Pr.7869) 
ROVAL BERKSHIRE HOSPITAL, Reading 
(405 beds) 


Applications are invited trom registered and pro- 
visionally registered medical practitioners, male or 
femalc. for post of 
RESIDENT HOUSE SURGEON (General Surgery) 
vacant February 21. 1956, for period of six months 
Salary £425 to £525 per annum, tess £125 board 


residence Write, stating agc. qualifications (with 
dates), nationality, present post, with copy of one 
recent testimonial, to Secretary (Pr. 8077 


BRITISH MEDICAL JOURNAL 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the posts of 
HOUSE SURGEONS 
available for pre-registration candidates, vacant 
April 1. Recognized for F.R.C.S Applications 
Stating age and qualifications, with copics of recent 
testimonials, to the Group Secretary, No. | Hos- 
pital Management Committee, The Leicester Royal 
Infirmary, by February 8 (Pr 8145) 


WALLASEY, VICTORIA CENTRAL HOSPITAL 


Applications are invited for the following 

appointment. which is now vacant 
ONE RESIDENT HOUSE SURGEON 

Salary €425 (£525 per annum. according to experi- 
ence, less £125 per annum for board, etc This 
post iS approved as a pre-registration post Terms 
and conditions of service are im accordance with 
regulations of Ministry of Health Applications 
giving details of age, nationality, qualifications and 
experience, accompanied by names of three persons 
to whom reference may be made, to the Admini- 
Strative Officer, Victoria Central Hospital, Liscard 
Road. Wallasey, Cheshire Pr.9566) 


WEST BROMWICH AND oa GENERAL 
HOSPITAL (144 beds 


HOUSE st RGEON 
Vacamt immediately Pre-registration Applica 
tions, with three recent testimonials, to Group Sec- 
retary West Bromwich and District HMC 
Edward Strect, West Bromwich (Pr.8071 


ROVAL CORNWALL Truro 
(212 be 


Applications are invited for the post of pre 

feenstration 
HOUSE SURGEON 

gcneral surgcry, vacant now Applications. stating 
nationality. qualifications and experience, to- 
gcther with copies of two recent testimonials, to be 
addressed to the Hospital Secretary, Royal Cornwall! 
Infirmary, Truro (Pr 7886) 


RY HOPE GENERAL HOSPITAL, Nr. Sunderland 


HOUSE SURGEON 
Required Post recognized for pre-registration 
experience and for F.R.C.S. examination Post 
vacant March 1. 1956. Apply, naming two reterees 
to the Hospital Secretary, Lecholme Hospital, Eas- 
ington, Co. Durham (Pr.8260) 


ST. HELENS & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEON 

Applications are invited for the above appoint- 
ment vacant on the Ist March, 1956, at St. Helens 
Hospital (196 Beds) The post is recognized for 
pre-registration service Applications, stating age 
date of qualifications and expericnce and giving 
two names for reference, should be forwarded to 
N_ Richards, Secretary, Group. Office, Whiston 
Hospital, Prescot (Pr.8327) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop lafirmary /Copthorne Hospital 
(50@ beds) 


HOUSE SURGEON 
Vacant March 2. 1956. Pre-registration candi- 
dates eligible Recognized for the F.R.C.S. Ap- 
plications, with copy testimonials. to Group Secre- 
tary, Royal Salop Infirmary, Shrewsbury. (Pr.8144) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The General Hospital, Bishop Auckland (350 beds) 
HOUSE SURGEON 

Required Recognized pre-registration post 

Vacant carly February. Apply, naming two referees 

to Group Secretary at above address (Pr. 7939) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Tavaton and Semerset Hospital 
a ns are invited for two posts of 
USE OFFICER (General Surgery) 
which — now vacant. Applications are invited for 
both posts, which are recognized for pre-registra- 
tion candidates and also for F R.C.S. Applications 
stating age. nationality and qualifications, tox ther 
with the names of two refefees. should be for- 


warded immediately to the Group Secretary 
Taunton and Somerset Hospital, Musgrove Park 
(Pr.7S47) 


Branch, Taunton, Somerset 


TEES-SIDE HOS@ITAL MANAGEMENE 
COMMITTEE 


— 
Stockton and Thornaby Hospital, Stockton-on-Tees 
(130 beds) 

Applications are invited for the appointment of 
HOUSE OFFICER (Surgical) 
at the above hospital. The appointment is recor- 
nized for pre-registration service under the Medica 
Act, 1950 Applications, stating full details, and 
giving two names for reference, to be addressed to 
the Hospital Secretary (Pr 7590) 


WEST HERTS HOSPITAL, Hemet Hempstead, 
Herts 


HOUSE SURGEON (Pre-registration) 
Required Applications, giving full details and 
two names for reference, should be sent to the 
Hospital Sceretary (Pr.7053) 
WEST MANCHESTER HOSPTTAL 
MANAGEMENT COMMITTEE 
Park Hospital, Davyhalme 
(General Hospital 433 beds) 


HOUSE OFFICER (General Surgery) 
Required pre-registration Post recognized for 
examination Post vacant end January 
Forms from Secretary (Pr.8276) 
WEYMOUTH AND DISTRICT HOSPITAL 
(124 beds) 


HOUSE SURGEON (Male or femate) 

Required. Resident post now vacant and tenable 
for six months. Recognized for F.R.C.S. examin- 
ation and approved for pre-registration service 
Applications, stating age and qualifications to 
gether with copy testimonials, to Group Sceretary 
West Dorset H.M.C.. Damers Road. Dorchester 
Dorset, immediately (Pr 8311) 


WREXHAM, MAELOR GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital. to commence dutics on the 
Ist February, 1956. The appointment is recognised 
for the Diploma of F.R.C.S. (Eng. & Edin.). and 
is a Pre-Registration post Applications stating 
age. nationality, qualifications and experience, with 
copies of two recent testimonials, to be sent to the 
Group Sccretary, Maclor General Hospital. Wrex 
ham, as soon as possible. (Pr 8186) 


WREXHAM, WAR MEMORIAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital, to commence dutics on the 
ist February, 1956 The is recor 
nised for the Diploma of F.R.C.S. (Eng. & Edin.) 
and is a Pre-registration post Applications statine 
age, nationality. qualifications and experience with 
copies of two recent testimonials to be sent to the 
Group Secretary, Maclor General Hospital, Wrex- 
ham as soon as possible (Pr.8185) 


43 


training in general surgery. Appointment for six 
months. with opportunity for a further sx months 
if recommended. Candidates should be prepared 
to spend one year at the hospital if required Ap- 
plications (twelve copies), with twelve copies of 
three recent testimomals, should reach the House 
Governor, St. Peter's Hospital. Henrictta Street, 
W.C.2. by March 3, 1956 (8029) 


NEWCASTLE-UPON-TYNE HOSPITAL 
MANAGEMENT COMMITTEE 


Newcastle General Hospital (838 beds) 


SENIOR HOUSE OFFICER 
Department of Urology (51 beds) 

The department is a self-contained unit and the 
Regional Urological Centre. Post vacant April 1, 
1956 Post offers excellent opportunities for gain- 
ing practical experience in urology. and is recor- 
nized for the F.R.C.S. (Eng.) Applications, to- 
eether with one copy of two recent testimonials 
should be addressed to the Secretary. Newcastle 
Gencral Hospital, Newcastic-upon-Tyne, 4 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTFE 


Preston Royal Infirmary (400 beds) 


Applica — are invited for the post of 
NIOR HOUSE OFFICER 
in busy Department Post recognised 
for FRCS Applications. with names of two 
referees, to be forwarded to the Group Secretary 
Roval Infirmary. Preston (8187) 


VENEREOLOGY 
GUY'S HOSPITAL, S.E.1 


The Board of Governors invites applications for 
the appointment of 
DIRECTOR of the Department of \ enereal Diseases 
The appointment is of Consultant status in the 
Nationa} Health Service, and attendance will be 
required on three sessions a week Applicants are 
reauired to hold higher qualifications Applica- 
tions (one copy), together with the names of three 
referees. should be submitted to reach the Super- 
intendent. Guy's Hospital, London, $.E.1, not later 
than February 17 In accordance with Statutory 
Instrument No 1259 of the National Health Ser- 
vice Regulations. canvassing members of the Board 
or Advisory Appointments Committee will lead to 
disqualification (8225) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 31 


PUBLIC HEALTH 
CUMBERLAND COUNTY COUNCH 


DEPUTY COUNTY MEDICAL OFFICER 

Appiications are invited for the above appoint- 
ment Possession of the D.P.H. or corresponding 
qualification is esscntial Expericnce in public 
health administration, and in mental deficiency. will 
be a recommendation Salary within the range 
£1,475 (by two annual increments of £100 and one 
of £52 10s.) to & maximum of £1,727 10s.. accord- 
ing to qualifications and experience. The success- 
tul applicant will be required to pass a medical 
cxamination and to contribute to the appropriate 
supcrannuation scheme Further particulars may 
be obtained from the County Medical Officer, 11, 
Portland Square, Carlisie, to whom applications, 
together with the names and addresses of three 
referees, must be sent by Monday. 20th February, 
1956.—G. N. C. Swift, Clerk of the County Council, 
The Courts, Carlisic (8189) 


THORACIC SURGERY 


BIRMINGHAM, 9, YARDLEY GREEN 
HOSPITAL 


Thoracic Sursicat Unit (66 beds) 


Vacancy for 
SENTOR HOUSE OFFICER 
No previous experience in thoracic surgery neces 
sary. Applications, stating age, qualifications, train- 
ing, and experience, together with names of two 
referees, to be addressed to Group Secretary. Yard- 
ley Green Hospital, Birmingham. 9 7907) 


UROLOGY 


ST. PETER’S. ST. PAUL'S. AND ST. PHILIP'S 
HOSPITALS 


RESIDENT SURGICAL OFFICER 
(Senior Registrar grade) 
Required for St. Peter's Hospital on April 1 
1956 Applications invited from male candidates 
on the British Register who have completed their 


NORTHAMPTONSHIRE COUNTY COUNCIL 


ASSISTANT MEDIC AL OFFICER FOR 
MATERNITY AND CHILD WELFARE AND 
SCHOOL MEDICAL INSPECTION 

Applications are invited for the above wholec-time 
appointment on the salary scale of £975 by £50 to 
1.375 per annum Travelling and subsistence 
allowances will be paid on the scale from time to 
time approved by the Council, Candidates should 
possess special knowledge of, and experience in. 
maternity and child wellare work and preference will 
be given to those who hold the Diploma in Child 
Health and have been approved by the Minister of 
Education for the examination and ascertainment 
of educationally sub-normal pupils The officer 
appointed will work under the direction of the 
County Medical Officer of Health and will be re- 
quired to reside in or near Kettering The ap 
pointment will be subject to the Local Government 
Superannuation Acts and will be terminable by 
three months’ notice on either side. Applications, 
stating age. qualifications and experience, with the 
names of two referees, should reach the under- 
signed not jater than February 11, 1956.-—J. Alan 
Turner. Clerk of the County Council, County Hai! 
Northampton (7798) 


44 


Public Health—contd. 
EAST SUFFOLK COUNTY COUNCIL 


In ipplications for appowwtment as whole-tin 
ASSISTANT COUNTY MEDICAL OFFICER 
for t mainiy im connexion with the care of 
m nd me children and the school health 
ser Poss nol r DCH. an ad- 
vVantag t tia Salary sca £975 by 
non Superannuabiec appoint 
n imina Car necessary, for 
*propriat a wan on national scales 
payat Forms of af ation and further por 
ti ws " btain from County Medica 
Officer, ty Ha Ipswich 
MIDDLESEX COUNTY COUNCIL 
County Health Department 
SENIOR ASSISTANT MEDICAL OFFICER 
(Female) 

Required itially in Area No. 10 (Staines 
Felthan Twickenham and Sunbury) Whole-time 
for administrative and clinical work Salary £1,275 
by £50 to £1.625 per anoum inclusive. Must, if 
required, act as Medical Officer or Deputy Medical 
Officer of Health for one of other of the County 
Districts in the area. Salary then as for mixed 
appointments Established subject to medical 
assessment and prescribed conditions Apply, stat- 
ing age, qualificatior perience, two referees, to 


Area Medical Officer, Eimficid House, High Street 


Teddington, by February | (Quote $.184 BMJ) 
Canvassing disqualifies Kenneth Goodacre, Clerk 
of the County Council, Guildhall, Westminster. 
sw. (8319) 


NOTTINGHAMSHIRE COUNTY COU NCIL 
Hucknall Urban District Council 
Mixed Appointment 


Applications are invited from registered medical 
practitioners for the @ixed, whole-time appoint- 
ment of 


ASS ANT COUNTY MEDICAL OFFICER and 
MEDICAL OFFICER OF HFALTH to the 
Hacknall Urban District 
Applicants must have had at ut three years’ 
professional experience since qualifying, be experi- 
need in the duties of Medical Officer of Health 
Schoo! Medical Officer, and the care of mothers 
and young children, and possess a Diploma in 
Put Health Salaries are in accordance with 
Awards 2285, 2321. 2452 and 2565 of the Indus 
trial Court for Public Health Medical Officers 
holding mixed appointments, namely (a) Assistant 
County Medical Officers (32/44ths) £894 17s. %d 
by £39 1%s. Sd. to £1,093 15s (On seale £1.125 
by £50 to £1.375 plus loading accordance with 
Spens formula) (hb) Me Officer f Health 
(12 /44ths) £484 8s. Sd. by 4d. to £541 14s 
(On ale £1.676 5s. by £52 to £1,886 Ss. plus 
12 /44the of £100) Application forms and condi 
tions of appointment are obtainable from my offic 
and applications should reach me by February 18 
1956 Canvassing disqualifies A. R. Davis, Clerk 
of the County Council. Shire Hall, Nottingham 

(8111) 


THE LONDON COUNTY COUNCIL 


VISITING MEDICAL OFFICER 


Applications invited from reaistered medical pr 
titioners, practising in the calitvy, for appoint 
ment Visiting Medical Officer to Stamford H 
Remand Home, 206a, Goldhawk Road, W.12 
muneration £275 a year, exclusive of any fees 
ccivat from the London Fx tive Council] in 
respect of residents or staff Further details, in- 

nding duties and application forms btainable 
from the Medical Officer of Health (PH /D1/70 


County Hall, Westminster Bridge, S.B.1, and should 
be returned by February 6. (8221) 


ADMINISTRATIVE 
WELSH REGIONAL HOSPITAL BOARD 


Applications are invited for the following full 
time appointment on the Headquarters permancnt 
staff 

MEDICAL OFFICER 
Salary £1.41* (at age 33 of over) by £50 (4) by 
£65 (1) to £1,680 per annom The commencing 
salary will be abated in the case of a successfu 
amplicant under 33 years of age The duties of 

’ fice will be concerned in assisting in the 
dmin.stration of the hospital and specialist services 
provided by the Board, as may be assigned to him 
from time to time by the Board's Senior Admini- 
strative Medical Officer The appointment sub- 
ject to the provisions of the National Health Ser 
vice (Superannuation) Regulations, and to the pass- 
ine of a medical examination Applications (in- 
cluding a statement of the candidate's age qali- 
fications and experien and the names of thre 
feterees) should be received by the undersigned 
not later than 14 days from the date of this adve 
tisement appearing \ Newell, Secretary f 
the Board, Tempk t Peace and Health, Cardiff 


(R79?) 


| 
| 


BRITISH MEDICAL JOURNAL 


INDUSTRIAL APPOINTMENTS 


(Vacant) 


Attention drawn to the B.MLA. scale of re 
muneration for Industrial Medical Officers, which 
is available on request from the Secretary. 


MARKS AND SPENCER LIMITED 


nvite applications tor the post of Senior 
Assistamt (female), eventually to become 
Deputy, to the Chicf Medical Officer The 
additional qualification of D.P.H. or D.LH 
ss desirable but not essentia Salary 
according to B.M.A. scale Applications 
by letter, stating age, qualifications (with 
dates), and experience, to the Secretary, 
Medical Selection Committee, Marks and 
Spencer Limited. 82, Baker Street, London, 


W.l 


FACTORY DOCTORS 
FACTORIES ACT, 1937 and 1948 
following appointments as Appointed Fac- 


tory Doctor are vacant: Leatherhead. in the 
County of Surrey: Clevedon, in the County of 
Somerset; Dewsbury. in the County of York: 


Staindrop, in the County of Durham. Applications 
which should be received not later than February 
Il, 1956. should be sent to Chief Inspector of 
Factories, 19, St. James's Square, London, S W.! 

(8279) 


REPUBLIC OF IRELAND 


JERVIS STREET HOSPITAL, DUBLIN 


The Managing Committce of the hospital invite 
applications from qualified practitioners for the 
positions of 

SURGICAL REGISTRAR 

MEDICAL REGISTRAR 
candidate shall with his appplication <tate 
his age. and furnish particulars of his medical 
and surgical qualifications and expericnee The 
appointment will be for one year but may be 
extended for a second and a third consecutive 
year Commencing salary £350 per annum by 
£100 to £450 per annum. by £100 to £550 per 
annum Suitably qualified candidates may com- 
mence at a salary above £350 per annum The 
appointee will reside in the hospital and have ful/ 
board Applications addressed to the undersigned 
should reach the hospita) before 12 noon on Wed- 
nesday, February 29. 1956 By order. Sheila 
O'Dea, Secretary (8321) 


NATIONAL MASS-RADIOGRAPHY ASSOCTA- 
TION, LIMITED, 37/39, Tara Street, Dubtin 


Th the above Association invitc 
applications from Radiologists holding the D.M.R 
or DM RE. for the whole-time post of 
ASSISTANT MEDICAL DIRECTOR, 
The appointment is tenable for five years 
£1.400 per annum Duties will include the 
pretation 70 mm. X-ray film 
forms may be obtained from the Secretary 
Tara Street. Dublin 


ST. LAURENCE’S HOSPITAL, DUBLIN 


The Board of Governors invite applications for 
the post of 
HOUSE SURGEON ANAESTHETIST (Resident) 
Salary £200 per annum Further particulars may 
be had from the undersigned, to whom applica 
tions should be sent. not later than February ¢ 
1956 A. W. MacDermott, Secretary and Super 
intendent (8322) 


Fach 


Directors 


(8326) 


UNIVERSITY OF DUBLIN 
Trinity Collece 
Applications are invited from registered medica 
practitioners for positions as full-time 
CLINICAL TUTORS 
to assist the Clinical Professors in the organ zation 


f clinical teaching in hospitals The appoint 
ments w be for two years (with the possibility 
f renewal tor one further year), and the salary 


(according to qualifications and experience) will be 


in the range £750 to £1,000 Further particulars 
may be obtained from the Registrar. Trinity Col- 
eee, Dublin, who will receive applications until 
February 18, 1956 (8324) 


JAN. 28, 1956 


WANTED FOR GROUP PRACTICE IN BER 
muda Consultant Surgcon with higher qualification 
Age 35-40 3 relerees required, Partcculars trom 
Manager, Bermuda Medical Associates, Hamiln 
Bermuda 
WANTED, MUNICIPAL PHYSICIAN AND 
Surgeon tor a Saskatchewan Communit > x 
people Mostly n contract Annual alary 
xcess of $10,000 00 (£1 equals $2.80) Priva 
Practice a ved Well equipped <mall spit 
First ass residence for rent available Dut 
to commence cat April, 1956 Please give pa 
ars f qualifications and experience Apply 
Air Maid to Seeretary-Treasurer, R. M 
ficid N 91, Maryficid, Sask. Canada 
CINCINNATI, OHIO, U.S.A. THE 
Hospital Association Inquiries are invited - 


cerning Rotating Internships and Pathology Res - 


dencies Approved by A.M.A Hospital accepteJ 
as member of Exchange Visitor Programme Ir 
tern salary $1,500 annually with full residenti 
emoluments (Residencies -$1,740 annually, ect 
Rent-free quarters provided for limited number 
married doctors. This is a 400-bed private hk 
pital with an active teaching schedulc Sem 
house staff appointed primarily from Intern Grou 
Commonwealth trained men now serving. Appoint! 
ments commence July/ 1956. For further informa 
tion apply to Miss Libby Cohn, Registrar. Medics 
Education, Jewish Hospital, Cincinnati, 29, Oh 
USA (8251 


GAMBIA MEDICAL DEPARTMENT 


MEDICAL OFFICER (Leprosy; 
is required in the Gambia to be in charge of a 


leprosy project sponsored by the World Health 
Organization/United Nations International Child- 
ren’s Emergency Fund, for the control and treat- 
ment of leprosy, and to supervise leprosy treat- 
ment centres. Experience in leprosy is not essen- 
tial but would be an advantage. The officer 


selected will be offered a World Health Organiza- 


tion travelling fellowship soon after appointmen: 
Candidates must possess medical qualifications 
registrable in the United Kingdom. 

Appointment may be as follows: 

(a) on short term contract (two tours each o' 


18 to 24 months’ duration) with inclusive salary 
from €1.098, rising to £2.004 a year: after com- 
pletion of contract a gratuity (taxabic) ts paid 
the rate of £37 10s. for each compicted period 
three months (including leave) 


(b) from the National Health Service Canii- 
dates may leave the N.H.S. but retain their super 
annuation rights and receive a gratuity (taxabic) 
of 20 per cent of the agercgate of their sala 


Inclusive salary of candidates so appointed is in 


the scale £942 to £1,860 a year 
Starting salary in both cases depends upon qua 
fications and experience 


Quarters provided at low rental, Free passages 
in both directions for officer, wife and up to two 
children under cighteen years of age. Loca! icave 
is permissible and gencrous home Icave is granted 
after cach tour 

Application forms from Director of Reeruitme 


Colonial Office, Sanctuary Buildings, Great Smit 
Strect. London. S.W.1 (quoting reference BCD 
(S242 


4117/12/07) 


HER MAJESTY’S OVERSEA SERVICE 
Medical Branch, Kenya 


SCHOOL MEDICAL OFFICER (Male or female’ 
Required in the Medical Department of Ken 
to supervise the public health aspects of Europea: 


Asian and African schools with particular ref 
ence to health. cducation, and nutrition t th 
with a certain amount of clinical examinati 


Candidates must medical qualificat 

registrable in the United Kingdom. A Diploma 

Public Health would be an advantage. 
Appointment can be made on a permanent bas 


Possess a 


with pension (non-contributory) at age of 
oo short-term contract with gratuity (taxable) pas- 
able on sausfactory completion of service Sal 


ranges from £1.116 to £1,836 a year; starting 
is determined by experience and four extr nere- 


ments are given to a candidate possessing th 
D.P.H., of other approved heher qualiticat 
Temporary cost-of-living allowance at the rate of 


salary is also pavabie, subject to 
maximum of £162 a year, making gross emo! 
ments of £1,228 to £1,998 a year 
Quarters are generally availabic at 
Free passages in both directions 


10 per cent of 


of ten 


rentai 


per cent of salary 
c , for officer and wife and up to cost of one adi 

OVERSEAS (Vacant) fare for children. “Taxation at local rates. Annu 

local leave permissible and gencrous home ica’ 
ASSISTANT VIEW PARTNERSHIP REQUIRED | 2fanted after cach tour of from 40 to 48 month 
by G.P. Large N.S.W. country town, some sur Educational facilities are available 
gical experience essential. Full hospital facilities Application forms from Director of Recruitme nt 
with direct contro! of beds Initial salary, allow- Colonial Office, Sanctuary Buildings. Great Smith 
ances, £A.2.000 Particulars availabie on reccipt Street. London. S.W.1 (quoting referen 
full details Box 3336. BMJ | 117 7 02). S24 
RADIOLOGIST WISHES TO DISPOSE OF HIS INTERNS.—ROTATION THROUGH OBSTET- 
practice in Salisbury, Southern Rhodesia, owing to rics, medicine, paediatrics, and surec in twelve 
nforced retirement duc to ill-health. Token capita month programme Broad teaching programme 
payment only is initially required. the balance to be Desire applications from graduate medical doctors 
paid out of income During first six months int Picase apply to the Superintendent, Bethesda Hos 
duction and hospitality are offered.—Reply Radio- pital. Cincinnati, 6, Ohio. U.S.A.. giving details 
logist c/o P.O. Box 1264, Salisbury, Southern in full, first letter. $150 stipend, meals .and room 
Rhodesia furnished (7618) 


Jan. 28, 1956 


Overseas (Vacant)—contd. 


JANE FURSE MEMORIAL = 
via Middelburg, S. Afric: 


MEDIC AL OFFICERS 

Required preferably with special interest in 
ophthalmology and/or tuberculosis in addition to 
ebare of gencral work Well equipped modern 
buildings, 212 beds. out-station clinics. mission 
hospital (Anglican) in native reserve. Must be in- 
terested in spiritual and physical welfare of African 
people Salary Junior £1,025 to £1,200, Senior 
€1.250 to £1,450, plus emoluments ae 
by airmail to the Medical Superintendent 7718) 


PROVINCIAL ADMINISTRATION OF THE 
CAPE OF GOOD HOPE 


University of Cape Town: Joint Medical Staff for 
Groote Schuer and other teaching hospitals 


VACANCIES 
Applications are invited from registered Medical 
Practitioners (registered specialists) for appointment 
to the following vacant posts at the Groote Schuur 
Hospita!, Observatory, Cape Town: 
Department of Radiodiagnosis. 
MEDICAL PRACTITIONER, 
Grade F, 
with salary £1.920 per annum (fixed) 
MEDICAL PRACTITIONER, 
Grade E, 
with salary £1.800 per annum (fixed) 
MEDICAL PRACTITIONER, 


Grade D, 
with saiary £1,680 per annum (fixed) 

Ia addition to the basic salary, « cost-of-living 
allowance at rates prescribed from time to time 
by the Administration is payable t whole-time 
Officials, at present amounting to £234 for married 
men and ni! for sinele persons The leave and 
pension privileges and other conditions of service 
are governed by the relevant Ordinance and Regula- 
Uons as well as the agreement entered into between 
the Provincial Administration of the Cape of Good 
Hope and the University of Cape Town The Joint 
Medica! Staff is required to serve jointly the Pro- 


vincia} Administration and the University of Cape 

Town 
Qualifications 

Grades F and E: Must have not less than three 
years’ experience after registra- 
tion as specialists in Radiodiag- 
nosis. 

Grade D: Must be a registered specialist in 
Radiodiagnosis 

The successful applicants will be required to 


submit satisfactory birth and health certificates and 
their appointments will be subject to the following 
e@onditions : 

@ Appointment will be on contract for 5 years 
in the case of a citizen of a Commonwealth 
Country or the Republic of Ircland and 6 
years in the case of a citizen of European 
countrics other than the United Kingdom 
and the Republic of Ireland 

Gii) Transport expenses (third class by rail over- 
sea and second or cabin class steamship farc 
and first-class by rail in the Union) necessarily 
incurred by the successful applicant and his 
family. if any, from place of residence to 
the place of assumption of duty in South 
Africa, will be defrayed by the Administra- 
tion provided that, if the contract is broken 
within one year of the date of assumption 
of duty, the person appointed must refund to 
the Administration the full amount paid in 
respect of transport expenses, and if the con- 
tract is broken within ‘ vears of the date of 
assumption of duty in the case of a Common- 
wealth citizen and 6 years in the case of a 
citizen of another European country, the 
person appointed shall refund to the Acminis- 
tration the pro rata share of the full amount 
above referred to in respect of the unexpired 
period 

Gii) Should the 
reside permanently in 
expiration of their contract they will be 
‘Tered permanent appointment during the 
term of contract but not earlier than three 

ears or with effect from the conclusion of 
the contract, provided they have passed an 
examination in Afrikaans as second language 
which examination shall not be lower than the 
standard required for the Junior Certificate 
Examination of the Department of Education 
of this Province, and provided further that 
their services and conduct during the period 
of contract are satisfactory and their state 
of health is such as will enable them to 
continue to discharge efficiently all the duties 
of the posts in which they will be cmploved. 

Applications must be made in duplicate on 

the prescribed form. Staff 23. which is obtainable 
from the Staff Clerk, Room 309, South Africa 
House, Trafalgar Square, London. W.C.2 The 
completed application forms, together with at least 
two recent testimonials, must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape 
Town, South Africa, and must reach him not later 
than 9th March, 1956 


persons so appointed desire to 
this country on the 


Candidates must state the earliest date on which 
they 


can assume duty (8188) 


BRI MEDICAL JOURNAL 


DEPARTMENT OF AGRICULTURE 
New Zealand 
BACTERIOLOGIST 
Required for Animal Research Station in New 
Zealand. Dutics: Bacteriology associated with the 


diagnosis or investigation of infectious diseases of 
farm animals Qualifications : Degree in micro- 
biology or membership of the Institute of Medical 
ratory Technicians. For further information 
and application forms write to High Commissioner 
for New Zealand, 415, Strand, London, W 


mentioning this Journal, and quoting reference 
3/4/39. Completed applications to be lodged not 
later than February 17, 1956. (8224) 
ROYAL PERTH HOSPITAL 
Western Australia 
PATHOLOGIST 


A vacancy will shortly occur for a Senior Patho- 
jogist at the Roya! Perth Hospital. Salary £A.2.420 
per annum. Conditions equivalent to State Public 
Service. including long service leave and provision 
for supcrannuation The Royal Perth Hospital ts 
a designated medical undergraduate teaching hos- 
pital. It has more than 600 beds and is extending. 
The vacant position is that of Senior Pathologist 
with responsibility for the hospital's service in 
pathology under the general supervision of the 
Professor in Pathology, who is shortly to be ap- 
pointed. The selected candidate,may be required 
to undertake some medical undergraduate teaching, 
according to his qualifications and experience. A 
memorandum of further particulars concerning this 
position will be supplied upon request. Applica- 
tions must include particulars of qualifications, ex- 
perience. age, marital status, and the names of two 


referees. and should reach the undersigned on or 
before March 31. 1956.—Joseph Griffith, Admini- 
Strator (7700) 


ROVAL PERTH HOSPITAL 
Western Australia 


DIRECTOR OF RADIOLOGY 

Applications are invited for the position of 
Director of Radiology at the Royal Perth Hospital 
Candidates must be fully qualified Radiologists and 
preference will be given to those with higher quali- 
fications. Salary £A.2.960 per annum. The Royal 
Perth Hospital is a designated medical undergraduate 
teaching hospital. It has more than 600 beds and 
is extending. The selected candidate may be re- 
quired to undertake some medical undergraduate 
teaching, according to his qualifications and cx- 
perience. A memorandum of further particulars 
concerning this position wil| be supplied on request 
Applications must include particulars of qualifica- 
tions, experience, age, marita! status, and the names 
of two referees, and should reach the undersigned 
on or before March 31, 1956.—Joseph Griffith 


45 


SARNIA GENERAL HOSPITAL 
Sarnia, Ontario, Canada 


MALE INTERN 

1956. and January 1, 1957. for 
265-bed hospital Six-months 
Age limit 25 & 


Wanted July | 
rotation in modern 
and one-year internships open 
40. Prefer graduate of approved medical schoo 
Must be conversant with English language. Living 
quarters available for single men. $200 gross per 


month Address applications to Administrator 
(7272) 


OVERSEAS (Wanted) 


PATHOLOGIST ENGLISH DOCTOR, BM. 
Oxford. Honours degree Physiology. age 28, over 
tnree years’ expericnce in pathology. secks post in 
Canada Offers. information, advice, gratefuliy 
received —Box 3415, 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, ete. 
THE UNIVERSITY OF LIVERPOOL 
Applications are invited for two in the 
Department of Physiology from 
Medically candidates as an Assistant 
Lecturer at an initial salary of £700 per annum 
or as a Lecturer at an initial salary within the 
range £1.000 to £1,200 per annum, according to 
qualifications and experience, or from 
Non-Medically Qualified candidates as Assis- 
tant Lecturer at an initial salary of £550 per 
annum (in special circumstances £600 per annum) 
or as @ Lecturer at an initial salary within the 
range £650 to £800 per annum, according to quali- 
fications and experience 


Dosts 


Applications. stating age, academic qualifications 
and experience, toecther with the names of three 
referees, should be received not later than Feb- 
ruary 11, 1956, by the undersigned. from whom 
further particulars of the conditions of appointment 
may be obtained.-Staniey Dumbel!, Registrar 

(8241) 


UNIVERSITY OF DURHAM 


Applications are invited for the 
CHAIR OF DENTAL PROSTHETICS 
tenable at the Dental School, King’s College, New- 
castie-upon-Tyne, which will become vacant on 
October 1, 1956. The Professor will hold an honor- 
ary contract with the Board of Governors of the 
United Newcastle-upon-Tyne Hospitals Purther 
particulars may be obtained from the undersigned 
with whom fifteen copies of application should be 
lodged not later than March $.—E. M. Bettenson 
Registrar. University Office. 46. North Bailcy, 
Durham (7928) 


MEDICAL PATHOLOGIST 
Candidates must have honours dceerce and be 
fully Mterate in either Arabie or English. Age 22 
to 45 years. Salary range from ££.1,.750 to 
£F£.2.330 per annum (for Junior Specialist) or a 
fixed salary of £F.2.500 per annum (for Specialist). 


BACTERIOLOGIST 
Candidates should have specialist experience in 
bacteriology, and in a reputed Institute. Salary 


range from £E£.1,750 to ££.2.330 per annum (for 
Junior Specialist) or a fixed salary of £E.2,500 per 
annum (for Specialist). 

Candidates for these posts may apply for second- 
ment from the National Health Service for a period 
of up to three years under the terms of circular 
letter No. RHB(S2)106 /BG(52)101 of September 30 
1952 The above appointments will be on short- 
term contracts for a period of up to three years 
and starting rates of pay will be determined accord- 
ing to age. experience and qualifications. In cer- 
tain cases a cost-of-living allowance is also payable 
at present A bonus of one month's salary for 
each year of service, subject to a maximum of six 
months’ pay, is payable on satiifactory completion 
of the contract. Outfit allowance of ££.50 is pay- 
able when the contract is signed. Free passage on 
appointment. Annual leave after the first tour. 
Further particulars and application form will be 
sent on application to Dr. E. P. Pratt. Consulting 


Physician to the Sudan Government, 137, Harley 
Street, London. W.1. Please quote the appoint- 
ment concerned and give name and address in 
block letters (8280) 


LECTURER in the partment athology 
STR : ~ Salary scale £1,000 by £100 to £1,600 per annum. 
an with placement according to experience and quali- 
Beginning on or about August 1, 1956. Classi- | fications, and with superannuation benefit and 
fied as fellowship (English-speaking Union). Ap- family allowance where applicable. Further par- 
proved by American Medical Association. Stipend ticulars may be obtained from the undersigned, 
(tax-free) $3,300 first year, $3,600 yearly thereafter with whom applications, giving the names of two 
Nine Britons trained and in training. Please referees. should be lodged not later than February 
address Dr. S. M. Rabson, Laboratory Director 25. 1956.—Charles H. Stewart. Secretary to the 
(8231) University (8308) 
SUDAN GOVERNMENT 
PERSONAL 
The Ministry of Health, Sudan Government, in- 
vites applications for the following posts: HYPNOTISM. THE BRITISH JOURNAL OF 


\OTISM. Quarterly, £1 Is. per 


MEDICAL HYPN 
Victoria 


annum. Orders to the publishers, 4, 
Terrace, Hove, 3. Sussex 

NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise-~ 
ments Copies will answer the purpose quite as 
well. and in the event of their being lost or mis- 
laid no inconvenience will ensue 


FACULTY OF ANAESTHETISTS 
ROYAL COLLEGE OF SURGEONS OF 
NGLAND 
Board of Faculty Election, 1956 
Notice is hereby given that an election of three 
Fellows to the Board wil] take place on Wednes- 
day. March 14, 1956, at 3.30 p.m. The following 


are the candidates for election 

BOYLE. Andrew Kerr (Fellow 1953) 
BRENNAN. Henry Joseph (Fellow 1948) 
CRAWFORD. James Henry (Fellow 1953) 
HALL. Vernon Frederick (Fellow 1948) 
JARMAN, Ronald (Fellow 1948) 
JOHNSON, Bernard Richard Millar (Fellow 1948) 
MURTAGH. Bernard Leo Saimon (Fellow 1948) 


ORGANE. Geoffrey Stephen William (Fellow 1948) 

PARRY BROWN. Arthur Ivor (Fellow 1949) 

WYNTER, Tamsin Mary (Fellow 1953) 
W. F. DAVIS 

Lincoin’s Inn Fields, Secretary 

London, W.C.2. (8240) 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


(Revised JULY 1. 1951.) 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisemen! 
j isement Director. 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square. London W.C.1. 
Members should include the word “ MEMBER " underneath their signatare. 


effort will be made to include *‘ Hospital '’ and ‘‘ Small "* advertisements in the forth- 
issue provided they reach this office by not later than first post on the THURSDAY of the 


coming 
week preceding date of issue. 
d after 10 a.m. on the Monday prior 


Cancellation vertisements it be d if recei 

to date of issue Soobae affected by public holidays eacepted). 
DO PLEASE WRITE ADVERTISEMENTS AND 

NAME —_ ADDRESS CLEARLY IN BLOCK LETTERS 


APPOINTMENTS 
HOSPITALS 
PUBLIC HEALTH 
That caverns Minimum charge £1 16s. tor 4 lines (display rules 
UNIVERSITY AND counting as lines). 9s. a line thereafter. 
pene ‘ Box number address forms part of the advertise 
EDUC ATION AND ment and counts as 6 words (1 line). An additional 
LECTURES Is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND postage o! replies. 
STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) J 
PRACTICES ) 
PARTNERSHIPS MEMBERS—PER INSERTION 
ASSISTANTSHIPS With Box No. With name and address 
LOCUMS 12 words 19s. (minimum charge) 18 words 18s. (minimum charge) 
PRIVATE BARGAINS 24 31s. 
(for use of members only) Additional! words: 6s. for each 6. or less 
DISPENSERS 
NURSES With Box No. | With name and address 
HOUSEKEEPERS 12 - 23s. 6d. (min. charge) s words 22s. 6d. (min. charge) 
RECEPTIONISTS 18 * 
SEC.-TYPISTS 24 38s. 6d 30 « 37s. 6d. 
MOTOR CARS Additiona! words: 7s. 6d. for each 6 or less 
MISCELLANEOUS 
PERSONAL 
MEETI PER INSERTION 
COMMERCIAL APPTS. With Box No. With name and address 
HOTE + 12 words 37;. (minimum charge) 18 words 36s. (minimum chargs) 
CRUISES AND TOURS 18 ” 24 = 
MOTOR CARS (TRADB) 30 
MISCELLANEOUS Additiona words: 12s. for each ig Or tess 
(TRADE) J 
ACCOMMODATION 
(Convalescence, Holidays, etc.) PER INSERTION 
CONSU LTING ROOM With Box No. j With name and address 
HOUSES, ETC 12 words 28s. (minimum charge) | S words 27s. (minimum charge) 
NURSING HOMES FOR SALE 18 37s. 36s. 
SECRETARIAL AGENCIES 30 » 45s. 
ING AND Additiona! words: 9s. for each 6, or .ess 
DUPLICATING 
PER INSERTION 
URSES ] With Box No. With name and adc.ress 
HOUSEKEEPERS seeking t 12 words 13s. (minimumcharge) 18 words 12s. (minimum charge) 
SEC.-TYPISTS 
Additional words: 4s. for each 6, or less 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent t by AIR” MAIL. 
The cost is 3s. per week, which covers up to three separate h 
1s. each. Please state type of vacancy and remit to the Advertisement Director, B. M. J. 


effort is made to ensure the accuracy of advertisements appearing in the Journal. No recommendation 
is implied by acceptance, and the British Medical Asscciation reserves the right to refuse or interrupt the insertion 


of any advertisement. 

REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 
by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or 
more replies can be enclosed in one envelope, addressed to the Advertisement Director They will be 
forwarded to the advertisers in plain envelopes. 


Advertisement Director, British Medica! Journal, B.M.A. House, Tovistow: Square, London W.C.! 
Telephone: Euston 4499. elegrams: Britmedads, Westcent, London. 


MOTOR CARS, HIRE, ETC. 


HOTELS 
A 


COUNTRY HOLIDAY BETWEEN TWO 
coasts. Stay at the ARUNDELL ARMS HOTEL, 
Liftea, Devon. Picturesque village on Devon / 
Cornwall borders within 20 miles of N. and S 
coasts. Free salmon and trout fishing for visitors.— 
Write for prospectus to Major F. 0. Morris or 
‘phone Lifton 244. 


WOOLACOMBE, N. DEVON. DE TRACY 
4.A. R.A.C. Ideal for carly summer 
Excellent 


cuisine, bh. and c., every comfort. Open Easter 
to October. brochure..—Tel. Wooia 
combe 98. 


A 1936 model, registered October 1935, 34 Hire 
Benticy Park Ward Sports Saloon. Black /ereen 


H. A. Saunders Limited, Green, for your 
Austin. Limited number of deliveries now available 


to proven essential users, new or used Brochures 
and application forms free Austin House, 140- 
144 Golders Green Road, Golders Green, London, 


N.W.11. Speedwell 0011 (ten lines). 
MISCELLANEOUS 
Brass and Bronze Nameplates, neatly engraved. 
Proof submitted.—G, Maile, 367, Euston Road. 
N.W.1. EUS. 2938, 
Bronre Nameplates, send size and iettering for 
free proof.—Abbey Craftsmen, 78, Osnaburgh 


Street, N.W.1. EUSton $722. 

Bronze Name Plates with cream enamel letter- 
ing. Send size and lettering for estimate.—Osborne. 
117, Gower Street, London, W.C.1 

Savile Row Clothes. Cancelled export orders, 
misfits, direct from eminent tailors, Kilgour, San- 
don, etc. Suits, overcoats from 10 gns.—Regent 
Dress Co. (Second Floor), 17, Shaftesbury Avenue, 
Circus, W.1 (next Café Monico), GER. 
180. 


HOMES 


HEIGHAM HALL, NORWICH 
Private Mental Hospital. Individual treatment. 
Special Geriatric Unit. Accommodation Alcoholics, 
from 6 gns.—Apply, Dr. J. A. Small, Norwich 20080 


HITCHAM PLACE, BURNHAM, BUCKS 
(Late Fenstanton, Christchurch Road, 8.W.) 


A Private Home for the treatmert of LADIES 
with Mental and Nervous Disorders, Psychotherapy. 
Physiotherapy, etc A large Country Mansion with 
20 acres in Green Belt. Apply Dr. Madeline R. 
Lockwood, Resident Physician Superintendent. 
Tel.: Burnham 624. Station: Taplow. 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. 


Tel. : Dinsdale 7. 

Private Mental Hospital. Cases include addic- 
tion and senility. All modern treatments, including 
psychotherapy. Moderate fee. Apply to Resident 
Physician 


DURHAM 


NORTHUMBERLAND HOUSE 


For Voluntary and Certified patients, now at 235-7, 
Ballards Lanc, N.3. Tel.: Finchley 5283. Med. Supt., 
R. M. Riggall, Mem. Brit. Psycho-Analytical Socy. 


AGENTS 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 


Doctors secking information about openings in 
the various fields of medical practice, or introduc- 
tions as locums. assistants or partners, are invited 
to address enquiries to the Medical Director, 
Medical Practices Advisory Bureau, at 

B.M.A. House, Tavistock Square, London, 
W.C.1. Telephone aumber: EUSton 5601 /2. 
33, Cross Street, Manchester. Telephone 

sumber: Deansgate 3691. 

7, Gardens, Edioburgh, 3. Tete- 
phone number 


: Central 7184, 
234, St. Vincent Street, Glasgow, C.2. Tele- 
phone number; Central 5636, 


The services of the Medical Practices Advisory 
Bureau are free to members o! the Association. 


leather. Heater. £455 or near offer. Teleph 
BAYswater 

Autohall self-drive cars at extremely low contract 
rates. Over 200 1955 cars, many models. Or new 
and used cars sold on guaranteed buy back scheme 
Write for descriptive brochure or call Autohall 
Dept. 46, 302, King Street, Hammersmith, London 
W4. Riverside 2881. 


PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 


Practices, Partnerships, negotiated. Assistants 
with and without view. Trainees, Locums supplied. 


—25. Maiden Lane, Strand, W.C.2. Telephones: 
TEMpie Bar 9011. Night; Walton-on-Thames 1785. 
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AS WELL AS REDUCING THE SEVERITY 
AND INCIDENCE OF ATTACKS 
In ANGINA PECTORIS 


e Increases exercise tolerance 
Each long-acting tablet of Pentoxyloa e Reduces nitroglycerin needs 
e Allays apprehension and anxiety 
Lowers blood pressure when this is raised 


*Pentoxylon’ and ‘Rauwiloid’ are Regd. Trademarks. Regd. users 


RIKER LABORATORIES LIMITED 


Leics. 
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Tablets containing Phenobarbitone (16 mg.) gr. 4 Ascorbic acid 100 mg. 


Phenobarbitone therapy without 


9 
hangover’ efTects acid, 200mg. at 


valuable in combating the hang- 
over effect of barbiturates.” 


(PROC. ROY. SOC. MED., 1964 (MAR.), 47, 215). 


Scorbital is particularly useful 
for patients who need to take 
phenobarbitone at night, espec- hangover effects is minimised if 
ially if for a prolonged period. Scorbital is prescribed instead 
The risk of an accumulation of of phenobarbitone. 
Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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